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Introduction to the Portfolio
The portfolio comprises a selection of academic, clinical practice and research work 
completed during the (PsychD) Doctorate in Clinical Psychology training 
programme. It is held in two volumes: public (Volume I) and confidential (Volume 
II). Within each volume, work is organised into academic, clinical and research 
dossiers.
Volume I
The Academic dossier contains two essays, three problem-based learning reflective 
accounts, and brief summaries of two Case Discussion Group process accounts. The 
Clinical dossier contains an overview of clinical placement experiences over the 
three years, a summary of each of the four Case Reports, and a summary of the Oral 
Presentation of clinical activity. The Research dossier contains a research log 
checklist, the service-related research project (SRRP), the abstract of the group 
qualitative project, and the Major Research Project. Volume I will be held in the 
University of Surrey library for public use.
Volume II
The Academic dossier contains the two Case Discussion Group process accounts in 
full. The Clinical dossier contains placement documents (contracts, logbooks, 
evaluation forms and trainee feedback forms) for all five clinical placements. It also 
contains four Case Reports in full, and documentation accompanying the Oral 
Presentation of clinical activity in full. There is no research dossier in Volume II. Due 
to the confidential nature of its contents. Volume II will be kept securely within the 
Clinical Psychology Department at the University of Surrey for a minimum of three 
years, after which it will be destroyed.
Clinical psychology training at the University of Surrey represents an integrative 
training in the theory and practice of cognitive-behavioural, psychodynamic and 
systemic psychotherapies, with particular emphasis on reflective practice and
6research. The work presented in this portfolio demonstrates the range of 
psychological approaches, client groups and presenting problems covered during 
the course. Work is presented in chronological order, which reflects the
development of knowledge and skills acquired through training.
All clinical material presented in these volumes was prepared with informed written 
consent of the individuals involved. Identifying details have been changed or
removed as far as possible in order to maintain confidentiality.
Copyright Statement
No part of this portfolio may be reproduced in any form without written permission 
of the author, except for legitimate academic purposes.
© Annie Loverseed, 2010
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Adult Mental Health Essay
Critically discuss one model fo r the assessment and treatment o f people 
given a diagnosis o f Personality Disorder. Make specific reference to the 
perspectives o f service users.
Year One 
February 2008
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INTRODUCTION
This essay examines Dialectical Behaviour Therapy (DBT) as a treatment approach 
for Borderline Personality Disorder (BPD).
I was drawn to this essay title in the light of my previous experience of working at a 
specialist personality disorder (PD) service. As a voluntary assistant psychologist I 
attended the service for half a day per week, to co-facilitate a group for people 
given a diagnosis of PD. The group followed a programme called "Stop & Think!", 
which aimed to teach social problem-solving skills. Seven female service users 
attended the group, most of whom had a diagnosis of BPD.
My time at the PD service was a formative experience for me, for two main reasons. 
First, I was struck by the positive effect of the intervention, and the gains made by 
the service users as they progressed through the group programme, both in terms 
of practical problem-solving skills and improved interpersonal confidence. Second, I 
was aware that the service users' acceptance of me provided a validating 
professional experience, being one of my first forays into therapeutic work. For 
these reasons, my experience at the PD service was significant, and engendered a 
great deal of enthusiasm and interest in working with people given a diagnosis of 
PD.
However, at that very early stage in my career, it is fair to say I had little 
understanding of the theoretical framework that underpinned the group 
programme. I knew broadly that it had its basis in cognitive behavioural therapy 
(CBT), and that the most widely known CBT treatment model used for BPD is DBT. 
Therefore I decided to make DBT the focus of this essay, and seek to understand in 
retrospect whether the group I facilitated was part of the DBT treatment approach. 
In which case, my aim would be to understand the broader conceptual framework 
of DBT, and what other aspects the treatment approach entails. Alternatively, if I 
discover that DBT treatment differs from the intervention I experienced, I hope to
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reflect on the different approaches. I am also interested to see whether there is an 
empirical evidence base to support my personal impression that group skills training 
appeared effective for people with BPD.
This essay will first briefly describe the background and rationale for choosing BPD 
and DBT. The theoretical and philosophical bases of the DBT model will be outlined, 
including its hypothesis about the origins of BPD, and how the model is used to 
assess and formulate clients' presentations. The DBT treatment programme will 
then be described.
Next I shall review the empirical evidence base of DBT for the treatment of people 
with BPD and suicidal behaviours (this term is used to mean deliberate self-harm, 
with or without the intent to die). Broader applications of DBT for clinical conditions 
other than BPD are beyond the scope of this essay. This review will summarise the 
current evidence base, and discuss its limitations. Service implications will be 
examined, and areas for future research suggested.
I will then examine the qualitative literature on DBT, with reference to service user 
perspectives. One recent study will be examined in detail, and used as a framework 
for discussion of relevant issues. The similarities and differences between outcomes 
of DBT as interpreted by empirical studies and service user perspectives will be 
considered.
Finally, I will summarise the advantages and disadvantages of DBT as a treatment 
for BPD, and reflect on these in relation to my own experiences.
BACKGROUND AND RATIONALE
BPD is a psychiatric diagnosis characterised by identity problems and unstable 
relationships, lack of impulse control, emotional instability, and feelings of 
emptiness, often in combination with anxiety, depression, and substance abuse 
(American Psychiatric Association, 1994). In common with all diagnoses of PD, the
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symptoms are problematic, pervasive, and persistent. That is, they cause difficulties 
for the person and others; they affect all areas of the person's life; and the 
condition is of a chronic nature. The experience of BPD frequently causes severe 
distress to those diagnosed with it, and their families and carers. They are more 
likely to experience relationship difficulties, housing problems and long-term 
unemployment. Service users often see the diagnosis as an unhelpful and 
stigmatising label. They feel professionals view the condition as 'untreatable', and 
they are commonly marginalised in mainstream psychiatric services. (NIHM(E), 
2003). Individuals with BPD make heavy demands on health services, often 
accessing mental health, drug and alcohol services, GPs, and frequent presentations 
at A&E departments with deliberate self-harm. Professionals in these settings 
believe they lack the skills, training and resources to work effectively people with 
BPD, and are often reluctant to do so. For these reasons, people with BPD do not 
receive adequate treatment in general mental health settings, and specialist 
services are required.
DBT has rapidly risen to prominence as a specialist model for the treatment of BPD. 
It challenges therapeutic nihilism associated the diagnosis, and has gathered 
support partly because of the hope it offers to service users and professionals in this 
field. It has been widely disseminated through training workshops in the USA and 
Europe, and the publication of a detailed training manual and workbook (Linehan, 
1993a, 1993b) has made DBT a readily available and accessible treatment.
There is a clear need for the development of effective treatment for people with 
BPD. As DBT is emerging as the dominant model to address this need, it seems 
worthy of evaluation.
WHAT IS DBT?
DBT is a modern treatment approach for people with a diagnosis of BPD, developed 
by Marsha Linehan. It is an integrative model that combines selected principles 
from cognitive-behavioural, psychodynamic, and gestalt schools of psychology, with
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practices from eastern Zen meditation. The 'Dialectical' in DBT refers to the central 
philosophy on which the approach is based, while 'Behavioural' describes the 
primary method used in therapy. The standard DBT model (Linehan, 1993a) will be 
described here, and its contemporary application for people with a diagnosis of 
BPD.
Theoretical Origins of DBT
Linehan developed DBT in the late 1980s out of her experiences of working with 
people with BPD, using a CBT model. Some aspects of CBT were unhelpful for this 
population, and Linehan set out to identify which components of the current 
treatment were the more useful. These techniques were then linked with ideas 
from theory that had never been combined before in the consideration of PD: and 
the innovative approach of DBT was born.
Biosocial theory of development of BPD
Linehan proposes a biosocial model of BPD, in which an individual develops the 
disorder when a biologically determined 'emotional vulnerability' combines with an 
'invalidating environment' during childhood. The environment is socially 
invalidating in that parents or family systems respond to the child's expressed 
emotions in a way that punishes or contradicts their feelings and responses. The 
child learns to doubt their own interpretation of events and emotions, and is denied 
the opportunity to learn adaptive emotional regulation and problem-solving skills. 
Neglect, emotional, physical and sexual abuse are considered extreme forms of 
invalidating environment, and have frequently been experienced by people with 
BPD. The DBT model proposes an ongoing transactional relationship between the 
individual and environment, in which emotional dysregulation and social 
relationships continue to interact and maintain the person's difficulties. Thus, DBT 
adopts a holistic and systems perspective on the treatment of people with BPD.
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Dialectics
Dialectics is a philosophical concept to do with the synthesis of opposites. An idea 
(the thesis) is considered in relation to its opposite (the antithesis), and resolution is 
sought by balancing aspects of both extremes to produce a new, integrated 
synthesis. This allows for an endless process of development or change, as the 
synthesis becomes the thesis for the next round and so on. Dialectics are used at 
many different levels in DBT: to conceptualise the difficulties that characterise BPD 
and clients' views of the world, and as a form of dialogue and relationship between 
therapist and client. For example, Linehan proposes three 'dialectical dilemmas' 
that describe the typical tensions in the life of a person with BPD: emotional 
vulnerability versus self-invalidation; active passivity versus apparent competence; 
and unrelenting crisis versus inhibited grieving. The fundamental dialectic dilemma 
of treatment in DBT is acceptance versus change. The therapist's goal is to accept 
and validate the client as they are, whilst simultaneously helping them to change. 
The paradoxical nature of dialectics is evident here: for the client, achieving self­
acceptance in itself is change.
To summarise, the theory behind DBT assumes that people with BPD have a 
fundamental difficulty with dialectical thinking, and instead have a rigid, 
dichotomous thinking style. They have a tendency to make extreme and critical 
interpretations about themselves, other people and situations, and to frequently 
switch between seemingly opposite views. These are represented by the extreme 
positions on the dialectical dilemmas described above, and explain how some of the 
interpersonal difficulties that characterise BPD arise. Combined with emotional 
dysregulation, these factors mean that people with BPD experience intense, painful 
emotions. The intolerable distress caused by these emotions is the 'problem' that 
the individual attempts to solve. A lack of adaptive problem-solving skills leads to 
engagement in the impulsive and suicidal behaviours that are the main presenting 
problem in BPD.
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On this basis, the aims of DBT are to increase dialectical thinking, develop emotional 
regulation and teach adaptive problem solving skills. This gives the client the means 
to better manage themselves, their relationships and their life, in such a way as to 
reduce distress and avoid suicidal behaviour.
However, it must be noted that at this point in time the theory behind DBT remains 
untested, and it is therefore essentially hypothetical.
Assessment and Formulation in DBT
DBT does not emphasise a process of assessment that is specific to the model. 
Clients are accepted into DBT treatment if they meet two criteria: a diagnosis of 
BPD as determined by standard psychiatric interview (e.g. Structured Clinical 
Interview for DSM-III-R, cited in Linehan, 1993a), and a willingness to participate 
voluntarily. The Pre-treatment stage involves orienting the client to DBT and 
explaining the biosocial model. It is stated that:
The task during the contracting phase is to develop and modify the theory so that 
it fits the particular patient.' (Linehan, 1993a, p.441). This implies some process of 
unique formulation, but no further guidance is given.
DBT Treatment
Linehan summarises her treatment approach thus:
In a nutshell, DBT is very simple. The therapist creates a context of 
validating rather than blaming the patient, and within that context 
the therapist blocks or extinguishes bad behaviours, drags good 
behaviours out of the patient, and figures out a way to make the 
good behaviours so reinforcing that the patient continues the good 
ones and stops the bad ones. (Linehan, 1993a, p.97)
This summary captures the key acceptance-change dialectic of DBT treatment, and 
some of the strategies used to achieve it. Validation is important to promote 
acceptance, to counteract the individual's self-invalidating beliefs, and to establish 
the client's relationship with the therapist as the primary reinforcer. Describing DBT
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in learning theory terms emphasises contingency management as the main factor 
used to bring about change, at a general level. Within the behavioural framework, 
problem solving-techniques are important, to teach the individual how to respond 
to the challenges in her life with more adaptive solutions that her current suicidal 
behaviours.
Modes of service delivery
Individual psvchotherapv
Individual therapy uses established psychotherapeutic techniques from various 
schools of psychology (but predominantly CBT), to tackle issues relevant to the 
client's current difficulties and stage of therapy. The therapist undertakes to work 
within a dialectical approach, and switches between contrasting warm and 
empathie versus irreverent styles to maintain flow in therapy.
Group skills training
Group skills training occurs concurrently, and is usually delivered by a different 
therapist. The client is required to attend weekly sessions, and over a period of 
approximately one year covers four skills training modules. These are: core 
mindfulness skills, interpersonal effectiveness, emotional regulation and distress 
tolerance. Skills training is seen as an essential component of DBT, to enhance 
behavioural capabilities. All of the skills taught promote dialectical thinking, by 
attempting to moderate responses to emotional experiences.
Telephone consultation
Telephone consultation is permitted between client and therapist, for the purpose 
of helping the client problem-solve in real-life situations, and thereby avoid crisis. A 
24-hour veto on any telephone contact is observed after an incident of self-harm, 
which ensures that suicidal behaviour is not reinforced by extra attention from the 
therapist. The main function of the telephone consultation mode is to ensure that 
capabilities generalise to the natural environment.
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Group clinical consultation
Group clinical consultation is designed to enhance therapist capabilities and 
motivation to treat clients effectively. In recognition of the view that working with 
clients with BPD is challenging for professionals, this mode aims to support 
therapists, and prevent burnout. It also helps therapists to stay on track within a 
dialectical framework, in light of the difficulty posed by clients who unwittingly 
reinforce iatrogenic responses in the therapist.
Stages of DBT Treatment
DBT has a clear hierarchy of targets, around which the treatment is divided into 
stages. The Pre-treatment Stage establishes commitment to treatment. Stage 1 
focuses on suicidal behaviours, therapy interfering behaviours (primarily non- 
attendance), and behaviours that interfere with quality of life. Increasing 
behavioural skills through group skills training is also part of this first stage, which is 
estimated to take at least a year. Stage 2 targets behaviours related to post 
traumatic stress, and Stage 3 aims to increase self-respect and work on individual 
goals.
EMPIRICAL EVIDENCE FOR DBT
A growing body of evidence exists to support DBT as a treatment approach for BPD 
and a range of associated dysfunctional behaviours (Feigenbaum, 2007). The scope 
of this essay limits my discussion to studies of DBT for BPD, and not its wider 
applications. In terms of published empirical evidence demonstrating superiority to 
'treatment as usual' (TAD), DBT has more support than any other model for the 
treatment of BPD and suicidal behaviour (Linehan et oL, 2006). Several randomised 
controlled trials (RCTs) and numerous naturalistic controlled studies (e.g. Bohus et 
al., 2004) have been published.
The first RCT to evaluate efficacy of DBT was carried out by Linehan and colleagues 
(1991), on women with a history of chronic suicidal behaviour and BPD. Subjects 
who received DBT for a year were compared with a control group who received TAU
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in the community. DBT was associated with less frequent and less severe incidences 
of suicidal behaviour, lower dropout from therapy, and fewer inpatient psychiatric 
days. These benefits were maintained at one-year follow-up (Linehan et al. 1993).
Linehan and colleagues' (2006) study replicated the original RCT. To answer 
criticisms that non therapy-specific effects may have influenced the superior 
outcomes of DBT treatment in the original study, the replication was carefully 
controlled to match conditions between the DBT and non-DBT group. Rather than 
TAU, the control group was Community Treatment by Experts (CTBE). Eight factors, 
including availability of treatment; hours of individual psychotherapy offered; 
therapist characteristics and availability of group clinical consultation were 
controlled across the two conditions. The authors predicted that in concordance 
with the results of previous studies, DBT would perform better than CTBE on the 
outcome measures employed. This prediction was substantiated: suicide attempts, 
suicidal ideation and medical risk of self-harm were lower in the group that received 
DBT, as were rates of dropout, psychiatric hospitalisation and A&E visits.
Concerns have been expressed in the literature that the dissemination o f DBT has 
outpaced its evidence base (Scheel, 2000). While such concerns may have been 
justified on the basis of preliminary studies, subsequent evidence has amassed in 
favour of the effectiveness of DBT. Methodological criticisms of early studies, such 
as small sample size and failure to control for general factors associated with expert 
psychotherapy, have been addressed (e.g. Linehan et al. 2006). The cumulative 
body of evidence in favour of DBT is, in my opinion, convincing, within its limited 
scope.
Limited scope of empirical studies
Empirical studies to date have examined a 12-month period of DBT, which 
represents only Stage 1 of treatment. Therefore it is possible to assess DBT only in 
terms of its objectives for this stage. The outcomes regarding reduction in suicidal 
behaviour and reductions in therapy-interfering behaviour (dropout) suggest that
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the first two goals of treatment are generally achieved. Outcomes regarding quality 
of life (as measured by depression ratings) have shown that DBT is beneficial, but 
not more so than TAU. This implies that the general factors DBT shares with other 
expert psychotherapies may be effective at improving quality of life, whereas 'DBT 
appears to be uniquely effective in reducing suicide attempts' (Linehan et al., 2006, 
p.757). On this basis it could be argued that DBT is simply a treatment for suicidal 
behaviour per se. I do not think there are grounds to assert that DBT does not treat 
the other symptoms of BPD, rather that its utility beyond reducing suicide has yet to 
be proven. There is some evidence that when interpersonal outcomes are 
considered, DBT is still superior to TAU (Linehan et al. 1994, cited in Dimeff et al., 
2001). Studies of longer-term treatment with DBT, spanning the later stages, would 
be needed to assess its full potential.
Service implications
It is interesting that most of the outcome measures used to determine reduction in 
BPD symptoms could equally be construed as measuring demand on health services 
(e.g. number of days of inpatient hospitalisation, number of presentations at A&E 
departments). Treatment evaluations always sit in the context of a financial 
paradigm, and one of the criticisms of DBT is that because it is a comprehensive 
treatment package it is an expensive option for the treatment of BPD. Health 
authorities must be cautious about investing in DBT without very clear evidence of 
its benefits. Data regarding reduction in demand on other health services as a result 
of DBT treatment is therefore important in making an economic case for investment 
in DBT services.
Need for dismantling studies
Most studies to date have examined the impact of a full DBT programme, so it is not 
known which aspects are effective. This information would allow rationalisation of 
the programme to produce a more cost-efficient treatment. It would also be of 
clinical interest, in order to test the theoretical hypotheses underlying the DBT 
treatment approach, and refine understanding of the causes and maintenance of
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BPD. Work has begun to investigate the effect of specific aspects of DBT (e.g. Evans 
et oL, 1999), but no conclusive results have emerged and further research is 
needed. Since DBT is an integrative approach which borrows ideas and techniques 
from other models, I wonder to what extent it can be dismantled. I think it is likely 
that the effectiveness of DBT relies on the interactive effect of a number of its 
components. But it is also likely that not all of the current components will be found 
to be necessary. The task of determining which aspects are necessary and sufficient 
for effective treatment of BPD is the main goal of current research in this field 
(Linehan et al., 2006).
Can DBT be disseminated?
The evidence base for DBT relies heavily on research conducted by its developers, 
which raises the question of generalisability. Preliminary evidence is promising: the 
results of two RCTs suggested that DBT can be delivered effectively by therapists 
independent of the original treatment developer (Koons et al., 2001), and in 
countries other than the USA (VerheuI et al., 2003). However, to my knowledge 
there have been no UK based RCTs of DBT. There are potential difficulties in 
translating research findings to clinical implementation. The conceptual complexity 
of DBT presents a challenge to clinicians, and teams delivering the treatment need 
to gain an adequate shared understanding. However, one study of an American DBT 
training program found that these issues were not problematic (Hawkins & Sinha, 
1998). Empirical studies of DBT have controlled for a high level of adherence to the 
model. It is likely that widespread dissemination of DBT will result in less adherent 
practice, and evaluation will be needed to measure the influence this has on the 
effectiveness of the treatment.
In summary, the growing body of empirical evidence to support DBT is promising, 
but as yet limited. It shows that DBT treatment of one-year duration is more 
effective than TAU in reducing suicidal behaviour in women with BPD. Further 
research is required to determine the effects of longer-term treatment, to measure 
outcomes in terms of BPD symptoms other than suicidal behaviour, to confirm
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whether findings are replicated independent of the developers, and to dismantle 
effective aspects of the DBT programme.
In order to appreciate the impact of DBT treatment in terms of outcomes as 
perceived by service users, it is helpful to consider the qualitative evidence base.
SERVICE USER PERSPECTIVES
Published research concerning service user perspectives on DBT is scarce. Two 
qualitative studies have explored clients' and therapists' views of DBT (Araminta, 
2000, cited in Hodgetts et al., 2007; Perseius et al., 2003). The findings of a recent 
qualitative study by Hodgetts et al. (2007), which focused exclusively on service 
user perspectives is discussed in detail below.
In terms of joining a treatment programme, service users complained of limited 
choice. DBT was generally offered as the preferred or only treatment available, and 
service users felt significantly influenced to join by others. Mixed expectations were 
expressed: from curiosity to open scepticism. It appears to have been a common 
characteristic that all participants who received DBT commenced treatment with 
good motivation.
Participants' accounts of their experiences in DBT varied, and most aspects of 
service delivery received balanced praise and criticism from different participants. 
Some of the tools used in DBT were found to be aversive (for example; chain 
analysis, which demands detailed deconstruction of episodes of maladaptive 
behaviour), while others were valued. Some participants found the highly 
structured approach to be containing, whilst others thought it was inflexible. It 
appears that participants found different parts of DBT in turn helpful or challenging.
Individual psychotherapy generated strong positive and negative opinions in service 
users, but there was a consensus view that the relationship with the therapist was 
the most valued aspect of DBT, and self-disclosures were seen as collaborative.
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Group skills training was found to be a validating experience, although challenging. 
Service users gained a sense of perspective by sharing their difficulties with each 
other, and found the group provided them with a form of identity. Participants' 
experiences of DBT led them to conclude that the treatment was a demanding and 
difficult approach, which required a high level of commitment, to be effective.
Overall evaluations of DBT described positive feelings of change, with continued 
benefits after the end of therapy. Some participants felt well served by one year of 
treatment, but most asserted a sense of incompleteness about the therapy, or that 
unmet needs remained. These were described in terms unresolved issues relating to 
the past or future (e.g. childhood abuse), or a need for alternative strategies to 
replace those of self-harm, which had been removed.
These criticisms corroborate the argument that although a one-year period of DBT 
treatment is helpful, for many people with BPD it is not sufficient to address all of 
their complex needs. It supports the idea that work relating to trauma and loss are 
needed, and therefore a more extended treatment covering at least Stages 1 and 2 
is warranted.
The fact that a participant expressed a need for a substitute to self-harm suggests 
that contingency management is most likely to have been the mechanism of 
reducing suicidal behaviour, rather than addressing the underlying emotional issues 
from which distress arises. This would leave the client vulnerable to alternative 
coping behaviours such as drug or alcohol misuse, and implies that the adaptive 
skills taught in DBT were not sufficient to replace or manage the urge to self-harm.
A striking point made by one participant acknowledged the limited application of 
DBT: 'It works for some people and it doesn't for others, and I think aspects of it 
could be used for a lot of people, but the whole programme can be too rigid.' 
(Hodgetts et al., p.175). The study included the experiences of one service user who 
dropped out of therapy. This service user's comments are of great interest, as they
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give insight into client experiences that are otherwise lost to analysis, and yet are 
very important. Two reasons for the client's drop out were given in the paper: First, 
the challenges of the DBT treatment programme became overwhelming and the 
client was unable to tolerate the distress experienced. It is an assumption of DBT 
that a client cannot fail in therapy. Unfortunately there no further details to explain 
in what way DBT failed this service user. It would be extremely valuable for further 
research to consider in what situations DBT is not helpful. Second, the client 
commented that her inclusion in DBT meant exclusion from a crisis service she tried 
to access: 'They wouldn't help at all because I was in DBT' (Hodgetts et al., p.175). 
This emphasises the standalone nature of DBT, in that it attempts to address every 
need of the BPD client, and rely on exclusive commitment to the approach. This 
represents a drawback in the context of NHS services in the UK, where service users 
with BPD are typically familiar with receiving an integrated package of care from 
several services. Although DBT contracts clients into its programme with the 
express intention of reducing demand on other mental health services, it places 
clients in a more risky situation if engagement with DBT fails. Consideration is 
perhaps needed on how transitions are managed between DBT and other services.
To summarise, the clinical implications are that service users need greater choice 
and access to alternative treatment options. Research into reasons for dropout 
from DBT would illuminate for whom the treatment is not suitable. Different 
aspects of DBT are more useful for different individuals and there is a need to 
improve flexibility of the treatment, whilst keeping its containing structure. These 
observations demonstrate how useful service user perspectives can be in informing 
the development of DBT, and further exploration of service user views is warranted.
The overall impression gained from the literature that has reported on service user 
perspectives is that they find DBT helpful. Perseius et a!., (2003) reported that 
'patients unanimously regard the DBT-therapy as life saving and something that has 
given them a bearable life situation' (p.218). For the majority of clients who are 
helped by DBT, it is clearly a powerful treatment.
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CONCLUSION
In my opinion the evidence base for DBT justifies its use as a treatment for BPD. 
Empirical studies have shown it to be effective at reducing suicidal behaviours, and 
service user views appear to endorse its beneficial effect on quality of life. As a 
comprehensive treatment package, it represents an expensive specialist service 
provision. However, promising savings in terms of demand on general mental 
health services may offset these costs. Therapists feel DBT gives them the tools, 
support and fundamentally positive attitude to effectively treat people with BPD 
(Perseius et oL, 2003). The complexity of the model has the disadvantage of being 
difficult to immediately master, but this is outweighed by its advantage of providing 
a range of ideas and strategies to cater for every problem and preference of client 
and therapist. For these reasons, hope is rightfully invested in DBT as a promising 
treatment for people with BPD.
There remain a number of obstacles to the successful transfer of DBT from 
controlled empirical trials to widespread clinical application. Dismantling studies are 
needed to identify essential aspects of DBT, and determine the most cost-effective 
programme. Naturalistic evaluation of UK based DBT programmes are needed to 
confirm effectiveness in clinical practice.
There are disadvantages to the popularity of DBT. My main concern regards the 
inevitable proportion of clients for whom DBT does not work. Linehan's formulation 
of BPD is generic, and describes the typical 'borderline individual'. However, people 
with BPD are a diverse group, and their symptoms present in different ways. I feel 
more emphasis needs to be placed on the process of assessment, in terms of 
acknowledging each client's unique situation. This would enable better 
identification of the type of person for whom DBT is beneficial, as would 
investigation of the characteristics of people who drop out of treatment. Factors 
such as motivation and readiness to engage with therapy are likely to be important, 
as DBT is acknowledged to be challenging for clients.
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It is important that DBT does not become regarded as a treatment that will be 
effective for every person with a diagnosis of BPD; otherwise clients for whom the 
treatment does not work are at risk of disappointment, as well as further 
marginalisation and stigma.
A number of psychological treatments have been shown to be effective for 
personality disorders (Bateman & Tyrer, 2004). The popularity of DBT over 
alternative treatments for BPD is primarily due to its developers' active research 
and dissemination of the model. It is imperative that proponents of alternative 
approaches (e.g. mentalisation, cognitive analytic therapy etc.) substantiate the 
evidence base to allow these treatments to be implemented in clinical settings. 
Only then will service users be offered a genuine choice of treatment.
To reflect back upon my personal experience, I now understand that the group I 
participated in was not part of a DBT programme, although it shared many common 
features with a DBT skills training group. Nevertheless, it appeared a positive and 
effective intervention from my point of view, and that of the service users. It occurs 
to me that perhaps the most important factor determining effectiveness of any 
treatment for BPD is an underlying positive, respectful and validating attitude 
towards people with the diagnosis. This attitude is explicitly present in DBT, and was 
implicitly present in the specialist service within which I worked.
DBT has value as a theoretical and treatment approach for BPD, and its 
effectiveness may be more extensively supported in the future. Perhaps its most 
significant achievement to date has been to promote a message of hope and 
'treatability' for people with BPD.
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Introduction
The Improving Access to Psychological Therapies (lAPT) agenda is a modern 
government initiative to expand NHS provision of psychological treatments for 
common mental health conditions, namely; depression and anxiety disorders. The 
rationale for lAPT is recognition of a vast unmet need, and its detrimental 
consequences on public health and productivity. One in six working adults is 
affected by anxiety or depression at any one time (DoH, 2007a), yet for a variety of 
reasons a large proportion of this identified need is currently unmet and many 
people do not receive help.
The cost to society of untreated mental health problems is high. As well as the 
human suffering and distress of individuals and families, there is an economic 
impact in terms of disability and welfare payments made to those who are unwell in 
the long term. Milder difficulties affecting people who remain in work also have a 
cost in loss of employee productivity, and due to the larger numbers affected some 
argue that this represents a greater cost to the economy (Sainsbury Centre, 2007). 
The economic benefit of psychological therapies has been argued by Lord Layard 
(2006a; 2007) and is one of the key political drivers behind the lAPT agenda. 
Supporting people to remain in employment or return to work is therefore a central 
aim and intended outcome of I APT, and for this reason there is an emphasis on its 
application for working age adults, although its overall remit and potential benefits 
are broader.
Increasing evidence for the effectiveness of psychological therapies is another 
reason why the lAPT agenda is now being regarded as a priority. lAPT services will 
aim to comply with National Institute for Health and Clinical Excellence (NICE) 
guidelines, which recommend therapies of demonstrated effectiveness for different 
disorders. Although psychological services have been available in the NHS for many 
years, they are only relatively recently gathering significant support from 
commissioners, and with the implementation of lAPT are now poised to take a 
much more central role in the treatment of mental health conditions.
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A third factor driving lAPT is patient choice and growing public demand for 'talking 
therapies'. Mental health charities are campaigning for improved provision of 
psychological therapy on the NHS (e.g. Mental Health Foundation, 2006) and the 
lAPT agenda promises to deliver on many of their recommendations.
lAPT is based on the premise that current mental health services are under 
resourced to provide sufficient availability of psychological therapies, and that there 
are specific barriers to people accessing effective help. It recognises that stigma and 
discrimination prevent some people from seeking treatment, and criticises current 
services for offering only medication or referring on to secondary services 
inconsistently. lAPT aims to address the shortcomings of existing mental health 
services by increasing investment and restructuring services, raising recognition of 
common mental health problems and availability of talking therapies at the primary 
care level. Its principle aim is to help Primary Care Trusts (PCTs) implement NICE 
guidelines for depression and anxiety disorders, and achieve timely and equitable 
access to psychological therapies for those who need it.
This essay considers the impact of lAPT for adult mental health service users, and its 
potential strengths and limitations. Discussion of the lAPT model will mainly focus 
on its principle and aims for the longer term, rather than the challenges of setting 
up lAPT services, although in the short term these may prove the more immediate 
limitations. The implications of lAPT for people who use child and adolescent 
mental health services will also be considered in particular.
Increasing access: potential benefits
Four 'best practice principles' have been devised to guide the development of lAPT 
services. These are: to provide the right services to the right number of people, at 
the right time and with the right results (Department of Health; DoH, 2007a). This 
means commissioning services based on an accurate assessment of local 
community needs, offering evidence-based and cost-effective treatments in a 
timely fashion, with the result of achieving clinical improvements in health and well­
being. If and when these aims are achieved, lAPT will many offer many advantages
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to users of mental health services, although there are likely to be difficulties in 
realising these ideals.
Increased numbers treated in primarv care
The first challenge for each PCT aiming to implement lAPT will be to ascertain the 
specific mental health needs of the population it serves and determine what 
services are required, by carrying out a Health Needs Assessment (DoH, 2007a). The 
disparity between existing provision and estimated need will be met by redesign 
and expansion of services, resulting in increased availability of therapy in primary 
care. It is anticipated that lAPT services will process a large volume of referrals, and 
referral pathways will be opened to allow self-referral. These changes have the 
potential to increase the availability of psychological therapies to many more 
people than currently have access. However, this outcome relies on the accuracy of 
the PCTs assessment of population need and it is yet to be seen how sophisticated 
the Health Needs Assessments might be.
Decreased waiting times
Waiting times of several months for psychological therapies within the NHS are 
commonplace (MHF, 2006), vary between services and are sometimes even longer. 
Mental health charities have drawn attention to the problem and argue that not 
getting treatment within an acceptable timeframe has a significant negative impact 
on people's lives; causing deterioration in relationships, employment and health 
(Wooster, 2008). Long waits for therapy can cause people to disengage with 
services, use medication for longer, and remain without the benefit of therapy. The 
type of waiting times advocated by the lAPT agenda will be 7 to 10 days from 
referral to first treatment (DoH, 2007a), which would be a significant improvement 
to service user experience. However, services must be properly resourced to deliver 
on these waiting times targets, or there is a risk that secondary waiting lists or 
unduly excluding referral criteria might be adopted in order to meet targets.
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Evidence-based treatments
lAPT endorses evidence-based treatments, and seeks to implement therapies 
recommended by NICE guidelines for depression and anxiety disorders. Within this 
context CBT has emerged as the dominant model, perhaps due to its amenability to 
outcome measurement or the zeal of the CBT research community in 
demonstrating its efficacy through randomised controlled trials (RCTs). By adopting 
this approach lAPT opens itself to the debates that surround NICE guidelines 
themselves; with the main concern that potentially helpful therapies are excluded 
because as yet there is insufficient proof of their effectiveness. lAPTs definition of 
'psychological therapies' includes counselling, CBT, psychoanalysis and 
psychodynamic therapies (DoH, 2007a), but the reality for service users is likely to 
be a treatment approach that is heavily CBT-dominated.
Whilst this has the advantage of ensuring that only well validated interventions are 
offered, it is likely to restrict the range of therapies available and those who do not 
find CBT helpful may be disadvantaged. Although lAPT claims to promote a person- 
centred approach to treatment, patient choice may be limited. Service users may be 
able to choose between a range of low-intensity CBT-based interventions, including 
bibliotherapy, guided self-help, information, support, telephone contacts and 
computerised CBT, but are less likely to be able to opt for a different therapy model. 
There is a clear need for further research into the effectiveness of alternative 
therapies for depression and anxiety, in order to expand the evidence base and 
ensure that a range of options can be supported.
Outcome monitored service
lAPT emphasises 'right results', which means consistently monitoring outcomes for 
individual patients and services as a whole. A strength of this approach is that 
outcomes are defined holistically, in terms of health and well-being, choice and 
access, social inclusion and patient experience. A problem with existing services is 
an inconsistent approach to recording outcomes. At all levels from individual 
clinicians to services, outcomes may be measured in different ways and the
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reliability of recording outcomes can be variable. Priority is typically given to clinical 
outcomes in terms of symptom reduction, with less attention paid to the wider 
impact of treatment or patients' experience of the service. In principle, a strategy to 
systematize outcome measurement and consider a broader range of outcomes is 
likely to improve services. However, the practicalities of implementing such as 
system may be difficult.
Careful consideration needs to be given to the outcome measures employed and 
the method of implementation. The 'lAPT outcome framework' document (CSIP, 
2008) outlines a Minimum Data Set (MDS) that includes a battery of questionnaires 
to be administered at assessment and discharge. Additionally, it is intended that 
Patient Health Questionnaires (the PHQ9 and GAD7) should be used at every 
session, as well as a specified disorder specific measure. One of the advantages of 
this is that it will aid identification and assessments of severity, to help ensure 
patients receive appropriate treatment. Progress and change will be detected, 
which may be therapeutic for service users to reflect on their progress and 
recognise improvements made. Routine collection of patient satisfaction data will 
also be a positive step towards involving service users and ensuring that they have 
the opportunity to feedback and influence the way services develop. However, 
there is a risk that the multitude of measures required may be unduly burdensome. 
Sessional evaluation of progress in particular may detract from the therapeutic 
process, and increase pressure on service users and clinicians by creating an 
expectation of rapid progress, when in reality the process of change for some 
people will be much slower.
At a service level, routine and systematic collection of performance data will allow 
transparent service evaluation, and assure service users of a service that is striving 
to offer high quality, effective treatments. Measurement of outcomes regarding 
social inclusion and employment status of patients will allow the service to 
demonstrate the economic and social benefits of its work and therefore maintain its 
business case.
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Overcoming barriers to access
lAPT aims to tackle some of the barriers that prevent people from seeking or 
receiving treatment for common mental health conditions. Social isolation is one 
factor known to reduce the likelihood of a person accessing mental health services, 
and is 'considerable' among older people (Health Survey for England, 2005). Access 
may also be prevented by some specific views, attitudes and behaviours of the 
public, professionals and services regarding mental health problems (DoH, 2008b).
Stigma and Discrimination
One of the expressed aims of the lAPT agenda is to reduce the stigma and 
discrimination associated with mental health problems and accessing services for 
their treatment (DoH, 2007a). By significantly increasing the number of people 
treated, improving recognition and raising awareness o f the prevalence of mental 
health disorders, I APT hopes to normalise these experiences and encourage people 
to seek treatment. Mental health services that are increasingly integrated into 
primary care settings such as GP clinics will also reduce the stigma of attending 
segregated facilities. Whilst this appears advantageous for people suffering from 
depression and anxiety disorders, it may have the opposite effect for people 
experiencing less prevalent conditions, such as psychosis or personality disorders. 
Differentiating 'common' mental health problems may further stigmatize those who 
are not appropriate for the primary care services and require more specialist 
treatment.
Minoritv groups
Barriers to access apply to many minority groups, whose specific needs have been 
considered in the 'Commissioning lAPT for the whole community' document (DoH, 
2008b). lAPT services aim to be inclusive of ethnic minority groups, older people, 
children, offenders, veterans, and people with learning disabilities, unexplained 
physical conditions, chronic health conditions or perinatal mental health issues.
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It is beyond the scope of this essay to describe the specific needs and challenges 
relating to all of these groups, but a number of themes emerge. Firstly, it will be 
necessary for PCTs to understand the needs of their local community and the 
groups that populate it. Secondly, there are issues around recognising depression 
and anxiety as they present in complex contexts. For example, mental health 
problems might be overshadowed by physical health conditions or adverse social 
circumstances, or might not be recognised in the context of an individual's cultural 
or spiritual belief system. lAPT aims to improved awareness and assessment 
processes in primary care settings to alleviate these problems, as well as reducing 
stigma and promoting service users' awareness of available services.
In order to engage with communities, lAPT lays down the principles of employing a 
workforce that is representative of the community it serves, and training therapists 
to have an awareness of diversity and difference. Culturally sensitive services, 
materials available in a range of languages, and good links and care pathways with 
other health and specialist services are also emphasised. Whilst there appears to be 
careful consideration of potential barriers to access for minority groups and in 
principle the I APT agenda has strategies to address these, it is not clear how they 
will be put into operation. Current curricula for new lAPT therapists of one to two 
years may not be sufficient to instil a thorough awareness of diversity issues, and a 
culturally representative workforce will still need to be sensitive to other forms of 
difference.
A positive aspect of lAPT strategy to engage hard to reach sectors of the community 
is the intention to involve voluntary organisations who have good links with 
community groups. From a service user perspective it is a strength that lAPT has 
the scope to involve a range of agencies to provide services.
Who will benefit from lAPT?
The strengths of the lAPT agenda for people with depression and anxiety disorders 
are substantial, and the principles it aims to achieve are impressive. Each of the 
potential advantages discussed above has its limitations, which will depend on the
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extent to which the principles are successfully translated into practice. Thoughtful 
implementation of the lAPT strategy should minimise these problems and overall it 
promises to bring substantial benefits. In particular, those most likely to benefit are 
people with milder forms of distress who do not currently access psychological 
therapies.
One of the major limitations of lAPT is that it focuses on depression and anxiety 
disorders to the exclusion of less prevalent mental health problems such as 
schizophrenia and personality disorders, and is not designed to address the needs 
of these adult mental health service users. Whilst it is not unreasonable to prioritise 
service development in a way that may result in the greatest good for the greatest 
number of people, it is important to consider whether increasing access for one 
group of service users may have a negative effect for others. The potential risk is 
that development of lAPT services might result in loss or reduction of existing 
secondary and specialist mental health services, to the detriment of people who use 
those services. This group of people who often have more complex needs could be 
seen as the more vulnerable, and therefore it is very important that services 
supporting them are protected.
From Principles to Practice
lAPT will be delivered by the development of new service models for the delivery of 
psychological therapies, and increased resources and investment to support them. 
There are a multitude of issues regarding workforce development, which are 
extremely relevant to the quality of treatments service users will experience, as are 
considerations about the process of change as lAPT comes into effect.
Increased resources
The government have pledged a total of £173 million pounds worth of extra 
investment over the three years leading into 2010/11 to implement lAPT services 
(DoH, 2007b). This money will be used to deliver a major training programme for 
psychological therapists and to restructure services on a scale that has been unseen 
in the past. This translates into approximately 3600 extra therapists, which will
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undoubtedly make a significant difference to the provision of therapies over the 
next few years. However, this number may not be sufficient to address the 
currently unmet needs of the population as lAPT intends. A report by the Sainsbury 
Centre estimated that 11,000 extra psychological therapists are needed in primary 
care (Boardman & Parsonage, 2007); a similar number to the 10,000 CBT therapists 
quoted by Layard (2006b) required to provide adequate services for anxiety and 
depression.
It remains to be seen therefore whether the increased resources available for lAPT 
will be sufficient to deliver its goals. If not, then either lAPT will fail to fully meet its 
aims, or other services may be compromised in order to prioritise lAPT outcomes. 
As mentioned above, the latter possibility could have a negative impact on existing 
secondary and specialist mental health services, and result in an unforeseen cost in 
terms of the well-being of people who use those services.
Developing service models
New service structures based on the principles of 'stepped care', collaborative care 
and a patient-centred approach will be developed to provide lAPT services. These 
will be adapted from existing services, and there will be considerable flexibility to 
allow services to respond to the needs of the particular communities they serve.
A fundamental principle of a stepped care model is that the intervention applied 
should be the minimum necessary to produce a positive clinical outcome, and the 
approach therefore has the benefit of being least burdensome to the patient, as 
well as cost-efficient for the service provider. NICE guidelines for anxiety and 
depression recommend that treatments for these conditions should be organised 
along a stepped care model, even though there has been little research to support 
this model as an organisational system. Bower & Gilbody (2005) suggest that the 
approach has potential to improve the efficiency of delivery of psychological 
therapy, although it is unclear what exact form of stepped care will provide the 
most benefit for patients. A 'pure' stepped care approach would involve all patients 
being offered the least intensive treatments first, and then progressing to the next
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step of the model if the preceding stages were unsuccessful. A disadvantage of this 
is that the process of referral on and repeating their story to successive 
professionals may be too arduous for some patients and increase dropout rates 
from services. A 'stratified' approach would allow patients to commence treatment 
at any level, according to their level of need as identified at assessment. This would 
avoid service users with more severe difficulties having to undergo unnecessarily 
extended contact with services, but would require thorough and accurate 
assessment to ensure the appropriate level of treatment was offered. There would 
be a risk of over-cautious professionals prescribing higher levels of care than 
necessary and negating the efficiency advantage of a graded system. In principle, 
the stepped care approach would seem to have most potential to benefit people 
requiring low intensity intervention at the lower 'steps' of service provision, whose 
need is currently unrecognised or unmet.
Collaborative care between primary and secondary mental health settings is crucial 
to the success of stepped care pathways, and coordination with other health, 
employment and education agencies will be needed to deliver a holistic approach. 
The plurality of providers from within different levels of the NHS and voluntary 
sector could lead to possible service fragmentation. However, lAPT services will be 
organised by a strengthened commissioning process as set out in the Department of 
Health's 'World Class Commissioning' initiative (DoH, 2007d). Person-centred care 
allowing patient choice and flexible services is also an aim of lAPT. Whilst these are 
positive principles they are not new concepts in mental health services, and 
represent good practice that already occurs in many existing services. However, one 
of lAPT's emphases is equity of care, and therefore a system encouraging 
consistency of practice is likely to increase quality of services.
Effect on workforce
The most obvious effect on the workforce will be an increased number of 
psychological therapists working in the NHS. Much of lAPT investment will be 
channelled into a major training programme to recruit and develop the appropriate 
workforce. The implications for the mental health professions are significant, with
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major changes to career structures as set out in the New Ways of Working model 
(e.g. DoH, 2007c).
A larger pool of appropriately skilled therapists will have advantages for service 
users, as there will be increased diversity in terms of therapist characteristics and 
professional background, which may allow greater scope for patient choice. In 
addition to traditional professions including psychology, counselling and 
psychotherapy, psychological therapies will be delivered by a range of practitioners 
including nurses, GPs, and graduate mental health workers (GMHW), who will bring 
knowledge and skills from other areas of health care experience.
However, the pertinent issue for service users will be whether the new I APT 
therapists have the appropriate skill to deliver psychological therapies competently. 
Curricula for lAPT training programmes aim to ensure that therapists are equipped 
to deliver either the low or high intensity CBT interventions that NICE guidelines 
recommend. A limitation of this approach is that therapists may have a restricted 
area of expertise and minimal training relative to the current workforce. Therapists 
must recognise the limitations of their competence and refer to other services 
when appropriate. Careful supervision and clinical governance will be crucial, and 
appropriately resourcing the workforce to deliver stepped care is considered by 
some to be the major challenge for I APT (Turpin et al. 2008).
A second issue relates to the CBT focus of I APT training programmes. Rigorous CBT 
accreditation rules mean that many existing psychological therapists will not have 
their qualifications recognised and will require further CBT training in order to 
practice in lAPT services. There is fear in some services that already highly trained 
and experienced therapists may be excluded under the new schemes (Banyard, 
2008). The potential loss or alienation of experienced therapists from psychological 
services in the NHS would be a serious loss for service users and mental health 
professions in general.
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Impact on people who use Child and Adolescent services
Changes resulting from the lAPT agenda are likely to have an effect on service users' 
relationships with Child and Adolescent mental health services (CAMHS), through 
the direct impact of service development for young people who access CAMHS, and 
the indirect effect on children's well-being of lAPT services for their adult parents 
and carers.
Direct impact through children's services
Children and young people are included within the remit of lAPT, and should 
therefore expect to benefit from improved provision of psychological therapies for 
depression and anxiety disorders. However, NICE guidelines for children and young 
people have significant limitations, which may be one of the reasons why there is 
relatively little emphasis within the lAPT agenda on how children's services might 
be developed. The primary limitation is a paucity of research evidence on the 
effectiveness of psychological treatments for young people as compared with 
adults, and this is particularly true for younger children (5 to 11 years) (NICE, 2006). 
Specific guidelines for the treatment of depression in children exist (NICE, 2006), 
and some anxiety disorders address young people's needs within adult guidelines 
(e.g. OCD; NICE, 2005) However, there does not appear to be specific guidance 
relating to the treatment of generalised anxiety and panic disorder in children, 
which is a difficulty for services aiming to treat these problems.
Similar to adult guidelines, existing evidence predominantly supports a CBT 
orientation. However, CBT was developed for adults and its applications for children 
are generally adapted from adult models, and have yet to be fully developed and 
researched. Current practice within CAMHS is usually informed by a range of 
theoretical orientations, and considers attachment, systemic and developmental 
frameworks alongside CBT. Systemic family therapy and child psychodynamic 
psychotherapy have been identified as priorities for research (NICE, 2006), and it is 
essential that the effectiveness of these approaches is investigated in order to 
ensure choice. Interpersonal therapy and short-term family therapy are also
44
recommended for depression in children, but other alternatives are scarce. 
Antidepressant medication is not recommended for children, except for severe 
presentations when psychological therapy is provided concurrently. As 
psychological treatment is therefore the first line intervention, access to it could be 
seen as even more important than for adults, who widely use medication. It is also 
acknowledged that the concept of depression is problematic, and current diagnostic 
systems do not capture contextual factors. This may be particularly relevant in 
children, for whom depression may manifest in atypical somatic, emotional or 
behavioural symptoms. With an,estimated 10%-20% of adolescents experiencing at 
least 1 major depressive episode by age 18 years (Costello et ol. 2003) there is 
clearly a need for psychological therapies to tackle common mental health 
problems, and equitable and timely access is as imperative for children as for adults.
The lAPT programme considers children and young people as one of the groups 
within the community who have specific needs. The 'Commissioning lAPT for the 
Whole Community' report (DoH, 2008b) identified that socially excluded young 
people such as those from black and minority ethnic groups (BME), those with 
learning disabilities or caring responsibilities, have historically found it difficult to 
access CAMHS, and that young people with complex social and mental health needs 
require a flexible and collaborative response from services. Recognition of young 
people's mental health problems in primary care settings may be problematic due 
to professionals' misconceptions about the applicability of psychological therapy for 
children, or lack of appropriately trained therapists. In line with the patient-centred 
ethos of lAPT, specific recommendations emphasised the need for young people to 
be involved in services run for them, and to have access to appropriately trained 
professionals with an understanding of the lifespan developmental context. 
Another recognised difficulty lies in the transition between child and adult services 
for young people aged 16 to 17 years. This issue highlights the independent nature 
of children's and adult mental health services, whose structures and governance are 
traditionally quite separate. The lAPT principle of collaborative care should help to 
improve the service user experience of moving between child and adult services, 
which may ultimately become more united if lAPT restructuring sees investment in
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both types of service. The 2008 CAMHS review (DoH, 2008a) echoes lAPT principles 
with calls for integrated working, a needs-led system, support for an appropriately 
skilled workforce and accessible services.
Treatment of parents' mental health problems
Early experiences and the family environment have an important influence on the 
mental health and well-being of children, with implications for later life. A 
preventative approach to mental health problems in adults would promote well­
being in children by supporting families, fostering good parenting and strong 
attachments. lAPT has the potential to indirectly benefit children by supporting the 
mental health of their parents and carers.
Up to one half of adults who use mental health services are parents, and an 
estimated 28% of lone parents experience depression or anxiety (Social Exclusion 
Unit, 2004). Mental health problems in parents increase the likelihood of mental 
health problems in children (Green et al. 2005), and one of the key priorities for 
implementation in NICE guidelines for depression in children is that attention 
should be paid to parents' possible mental health problems and need for treatment, 
if the child is to improve. Early support for parents who experience difficulties with 
their own mental health will minimise the negative impact on children, and support 
for the parenting role is emphasised in the National Service Framework for Mental 
Health (DoH, 1999). There is great potential for the lAPT initiative to improve the 
lives of many children by treating mental health problems in parents.
Perinatal mental health and treatment for postnatal depression (PND) is a specific 
focus of lAPT. Approximately 10-15% of women experience postnatal depression in 
the first year after birth (DoH & DES, 2004), and the condition has been linked to 
many negative consequences for children, including poorer cognitive development, 
lower levels of emotional security, and a higher incidence of behavioural problems 
and psychological disorders (DoH, 2008b). Early identification and treatment of 
postnatal depression will promote the subsequent well-being of parents and 
children, although parents may fear that mental health diagnoses will invite child
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protection investigation. The attitude of professionals and services will be 
important in overcoming such obstacles, reducing stigma and facilitating access to 
services.
In summary, lAPT has the potential to benefit the children and young people 
through direct improvements in CAMHS services, and the indirect advantages of 
supporting the mental health of parents. However, at present the agenda appears 
more focused on treatment of adults, and the greatest benefits may therefore 
come through the latter route. Limitations in the evidence base of psychological 
treatments for children and NICE guidance restrict the current scope of lAPT for 
children and young people. Workforce issues and availability of appropriately 
trained staff to work with children may also be a limiting factor.
Conclusion
lAPT has the potential to boost the provision of psychological therapies in the NHS 
to unprecedented levels, which will surely be a positive change for people who 
want to use those services. Improved access to treatment for common mental 
health problems will improve the well-being of many, their families, employment 
and the wider economy. Reduced waiting times, evidence based therapies and 
rigorously outcome monitored services will all be advantages for service users, as 
well as a reduction in stigma associated with mental health problems and services 
that are better engaged with communities.
These aims are high, however, and the major limitation of lAPT is likely to be the 
reality of whom it will help, especially in the early days of service development and 
change. Production and management of an appropriately skilled workforce is a key 
challenge, and there is a suggestion that the proposed level of investment, though 
substantial, will require further supplementation. In this context, working age adults 
with depression and anxiety disorders will be the main focus, and people with other 
mental health problems or minority groups including children and young people 
may perceive limited benefits. It remains to be seen how successfully lAPT will be 
implemented, and the inevitable challenges that arise in the process of change.
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However, it is set to bring significant improvements to the face of mental health 
services today, and the future must be viewed with optimism.
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Problem-based learning (PBL) reflective account 1
The relationship to change
Year One 
March 2008
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Problem Based Learning (PBL) is an adult learning model that gives participants 
responsibility for determining the objectives, and emphasises learning from process 
as much as content (Wood, 2003). As the task was explained, my initial reaction was 
bewilderment at the vagueness of what we were being asked to do, and faint 
disappointment as any expectation of the easy security of didactic recipience faded. 
Yet it seemed predictable that the course would choose something like PBL as the 
new trainees' first assignment. Just as a CBT therapist sets homework and 
establishes from the outset that the client must take responsibility for change, so 
PBL sent the message that as trainees, our process of change and learning was 
something we were going to have to invest in. This felt like a challenge and also an 
opportunity. But it was with an anxious sense of uncertainty that I embarked on the 
PBL exercise: uncertain as to what exactly the task meant, how it would be 
negotiated with the other group members, and how we would know when we had 
achieved the desired outcome. The theme of uncertainty seems important, as it has 
also characterised much of my clinical experience and academic progress on the 
course to date. It seems like an issue I am bound to carry with me as I go forward in 
my professional career, and is something I will come back to in this account.
Group formation: from competition to collaboration.
One of the first tasks of the PBL exercise was to get to know the other group 
members. Initially, the situation felt like a group of individuals in competition: 
competing to appear knowledgeable and competent to each other, to the 
facilitator, and to ourselves. Yet by the process of working on a shared goal, we 
quickly achieved a state of collaboration. The change in perspective from 
competition to collaboration changed the group dynamic and the way I perceived 
others' characteristics. The 'loud' voices that were initially domineering or 
threatening became valued for their energy and ideas, while the 'quiet' voices, 
which were lost altogether in the competitive clamour, were enabled to be heard 
and appreciated for their thoughtful and considered views. Only in a trusting and 
respectful atmosphere were the assets of all members realised. This was quite easy 
to achieve in our PBL group, yet in typical multi-disciplinary team (MDT) settings
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there is often tension and competition. I think our group found it easier because we 
were fairly homogeneous in terms of skills, experience and status, and because the 
nature of the situation meant that we were all were highly motivated to perform 
well and invest in the relationships with colleagues that would be long-standing and 
important. In the real clinical world, MDT teams necessarily contain power 
differentials and multiple complex agendas, so it is more difficult to achieve 
collaboration. In such situations the unifying goal must always be to strive for the 
best possible treatment and outcome for the client.
Content: Attitudes towards mental illness
Our next task was to define our learning objectives, around the stimulus of 
'relationship to change'. We chose the topic of attitudes towards mental illness, 
stigma, and how attitudes change. We focused on the influence of media portrayals 
of mental illness in press and on television. The media theme lent itself to a 
presentation based on the style of a popular reality TV interview show. This format 
allowed us to perform TV 'clips' to illustrate our points, and have 'expert' 
commentators narrate.
In terms of personal and professional relevance, the topic of attitudes towards 
mental illness raised the implicit questions: Where do we position our own 
attitudes? How important is it that the presentation demonstrates our position?
At a time of transition from layperson to mental health professional, I think there 
was a strong sense within the group of wanting to identify ourselves clearly with the 
more 'enlightened' attitudes towards mental illness. Presenting alternative views 
without being seen to endorse them proved something of a challenge. For example, 
we wanted to portray a negative media stereotype of a person with a mental 
illness, to show how that type of portrayal affected people's attitudes. A character 
called 'Mad Marjorie' was drafted, but no one was comfortable playing the part. We 
discussed the difficulty of balancing a serious issue within a generally light-hearted 
style of presentation, and were careful to try to use humour sensitively. We decided 
not to use the character, but to put the ideas across in different parts of the
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presentation. It is interesting to consider the relationship between professional 
confidence and willingness to take risks, and how we diffused responsibility within 
the group in order to tolerate a greater level of risk than any individual felt 
comfortable with.
The issue of positioning oneself in relation to attitudes towards mental illness led 
me to question how service users might experience a similar tension in their 
identity. Personal experience of mental illness is likely to prove more distressing to 
people whose pre-existing attitudes are strongly negative; who have internalised 
the stigma prevalent within society and apply it to themselves: the phenomenon of 
'self-stigma' (e.g. Corrigan & Watson, 2002). I have sometimes come across clients 
in clinical practice who feel ashamed or embarrassed to be accessing services, 
particularly if they are generally functioning well. The discrepancy between their 
perception of 'people with mental illness' and themselves possibly contributes to 
reluctance or delay in seeking help, and reduces quality of life.
The psychological theory contained in our presentation focused mainly on social 
psychology theories of attitude and attitude change (e.g. Tripartite model; 
Rosenberg & Hovland, as cited in Triandis, 1971), and the transtheoretical change 
model of Prochaska and DiClemente (e.g. 1992). I have found the transtheoretical 
model particularly relevant in my clinical placement in eating disorders, where 
ambivalence to treatment is common, and readiness to change is an important 
issue in therapy. Whereas in our presentation the model described an example of 
change in attitude that was quite passive, it is much more useful in practice when 
applied to intentional change, where high motivation is required. Awareness of a 
client's position in relation to the cycle of change can help the clinician assess 
motivation and use strategies appropriate to that stage. It can help the client 
understand why they might not be progressing as they hoped or expected to, and 
thereby contain disappointment and improve motivation and sense of responsibility 
for effecting change.
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Group process: running into difficulties...
Having discussed the general strengths of our group, there were also some 
challenges. Towards the middle of the exercise, it became apparent that one 
member of the group was doing significantly more work than had been allocated, or 
was being done by the rest of the group. After the session where we decided on the 
format for the presentation, the person went away and single-handedly wrote a 
draft of the entire script and structure for the presentation. Like the other members 
of the group I was quite concerned, and faced something of a dilemma: how to 
interpret this person's approach, and reconcile it with the group objectives of the 
task. In turn, I felt slightly guilty that perhaps I hadn't done enough work; offended 
that the person must think our ideas weren't good enough; grateful that a large 
share of work had been done; and concerned that the person had acted through 
frustration or anxiety at a perceived lack of progress. We discussed the situation 
within the group, and the person explained that they had acted simply through 
enthusiasm and having enjoyed the work. We were unable to settle our concerns 
that there may remain some unspoken resentment, but accepted the person's 
explanation and proceeded.
Some of the group held the idea that the person's approach was an attempt to 
assert leadership; reflecting either personal ambition, or as response to a perceived 
deficit in the group. This led me to consider whether the power equality I perceived 
as an asset could alternatively be seen as a lack of leadership. We designated a 
chairperson for each meeting, but in practice all members observed those functions 
(i.e. time-keeping, staying focused on the agenda, ensuring everyone was heard). 
However, I maintain that this method worked well for us, and the group achieved its 
aims from start to finish within an egalitarian model.
As an alternative explanation, I believe the person's behaviour can be understood 
within the context of diverse personal learning styles and different approaches to 
shared learning. Subsequent to the PBL exercise, I have noticed that the person's 
attitude towards work at an individual level is very laid-back, in contrast with their
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overzealous efforts for the group. This leads me to wonder if the person attempted 
to adapt their style to meet the responsibility of shared learning, and simply 
overcompensated.
Adapting to the shared learning environment also proved a challenge for me. I 
realised I tend to work very independently, spend a long time thinking, reading and 
preparing, and then produce the written article in a concentrated burst near to the 
deadline. That approach was not at all compatible with PBL, where learning has to 
follow a progressive weekly structure, be evidenced on paper contemporaneously, 
and be interactive the group. A novel strategy that I found helpful was to pair up 
with another member and schedule in times to go to the library together. The extra 
structure motivated me to work further in advance of the deadline, and the shared 
responsibility gave me more freedom to try out a new strategy.
In retrospect, I feel much more comfortable about the person having taken on the 
extra work and contributed to the project in the way that suited them best. I think 
my reservations were based on my assumption that every task must be divided 
equally and identically between group members, whereas I now see that flexibility 
and allowing difference enables people to utilise their individual strengths. I would 
only change the way it was communicated within the group; if we had been able to 
take the above perspective at the time, it might have eased the slight tension. Most 
therapeutic relationships bring one partner with greater resources and power than 
the other, and it will be useful to keep in mind that contributions need not be equal, 
as long as they are decided democratically.
The presentation
We approached the presentation with cautious optimism: we had invested a lot of 
our time into devising and rehearsing a presentation that would deliver our content 
in a varied and entertaining way. On the day it went perfectly to plan, and our hard 
work seemed to have paid off. It was certainly an enjoyable presentation to take 
part in. So I was surprised afterwards to feel a sense of anticlimax and deflation. The
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other group members expressed a mixture of joy, satisfaction and relief, which, 
along with my rational understanding that it had gone well, made if difficult to 
understand my feelings of disappointment. Neither did I want to express that 
feeling to the others, who might perceive it as criticism, when in fact I was not 
disappointed in the group performance, nor my personal contribution to it. I think 
it comes back to the issue of uncertainty, and one of the questions that puzzled me 
from the outset: how would we know we had answered the task successfully? In the 
face of the other groups' presentations, comparison was inevitable, and initial 
doubts and anxieties sprang back to mind.
Conclusion: back to uncertainty.
When the written feedback came, so did the satisfaction and relief. And so I realise 
that the uncertainty is inevitable, and is what makes it possible to be sensitive to 
feedback; to learn. The whole process of training is to be uncertain, to learn what is 
required, and internalise those professional standards and knowledge. To that end, 
PBL was useful; it gave us experience of working with uncertainty, observing that all 
was well in the end, and thereby began to develop professional self-confidence.
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Working with peopie in iater life, their famiiies, 
and the professionai network.
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This problem based learning (PBL) exercise was conducted jointly between the 
second and third year clinical trainees, and concerned the case of a 69-year-old man 
called Mr Nikolas and his family. Mr Nikolas presented with possible memory 
problems and self-neglect, in the context of a complex and conflicting system of 
family members and professionals. It was our task to explore his situation and 
possible responses to it. In this account I will discuss some of the main themes 
arising from the content of our work and their relevance to clinical practice, 
followed by consideration of the group process, and finally the context of these 
issues within my developmental process as a clinical psychologist.
Thinking about our initial reactions to the case material, there were two points that 
struck me as most relevant. Firstly, there was agreement among the group that the 
absence of Mr Nikolas's voice in the stimulus material was striking. The complexity 
of his family relationships and other members' views were well represented, but a 
sense of the man himself was missing, and we all felt that this was important. 
Secondly, the multiplicity of family members, opinions and competing agendas was 
overwhelming, and steered us to take a systemic approach to the problem.
Noticing the marginalised voice
The perceived absence of Mr Nikolas's voice in the stimulus material was 
frustrating, and made it feel difficult to proceed without knowing his views and 
wishes. As we knew the topic of the PBL was older adults, I think we were primed 
to consider issues that might be particularly relevant to this group, such as 
marginalisation and disempowerment. Older adults are often excluded by society 
(e.g. Allen, 2008), and in combination with possible mental health problems the risk 
of powerlessness and dependence is even greater, which we felt it was important to 
highlight.
However, simple awareness is sometimes not enough to prevent subtle 
disempowerment of clients in our clinical practice, and I realised we might have 
inadvertently fallen into this trap. One of the reviewers of our presentation raised
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an ethical concern, and asked whether we had considered Mr Nikolas's consent to 
the referral and our right to intervene at all. I realised that we had not paid 
particular attention to this issue, but had made assumptions that I think would have 
been less likely in a working age adult mental health setting.
I am aware that as I consider these issues of marginalisation and disempowerment I 
am writing from the position of the professional in relationship with the client, a 
position of relative power and responsibility, which is the position my group 
assumed. However, our situation as trainees is more complex and in other 
professional relationships we are not so powerful; for example in relation to the 
university course team, and supervisors and colleagues on placement. I wondered 
whether we might have focused on these themes because sometimes we 
experience disempowerment and feeling that our voices are not heard in relation to 
powerful others, and can thus empathise with Mr Nikolas's position. Personally this 
is true for me, and one of the greatest challenges of being a trainee has been to 
manage feelings of disempowerment and frustration, whilst maintaining morale 
and motivation. This is perhaps why I have found myself drawn to this aspect of our 
PBL process, and through my account reflect on my own experiences of 
marginalisation, just as the PBL presentation sought to pay attention to Mr Nikolas's 
experience.
A svstemic approach to the problem
The overwhelming complexity of the network around Mr Nikolas, with competing 
needs, wishes and opinions of various family members and professionals, prompted 
us to consider a systemic approach to the problem. Our initial attempts to identify 
the issues arising for the family led to broad discussions ranging from dementia 
assessment to financial abuse, the effect of divorce and re-partnering on adult 
children, and intergenerational communication patterns. Faced with a multitude of 
possible directions to take the PBL exercise, early group meetings felt quite chaotic 
and difficult to focus on a specific area or agree on a way forward. In hindsight, I 
wondered whether our initial group process paralleled that which we perceived in
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the family system: conflict and competition, fragmented opinions. Parallel process is 
a psychodynamic idea (e.g. Sachs & Shapiro, 1976), but systemic theory has a 
similar concept of isomorphism (Liddle et al., 1988), whereby a pattern of processes 
is replicated across system boundaries. It was quite surprising that a written 
description of the family was powerful enough to elicit such strong responses, and 
highlighted to me that ideas and responses to a family start before even meeting 
with them.
Our first step in resolving this confusion was to allocate topics for further study, 
according to group members' particular interests. I found myself most interested in 
making sense of the system, and professionals' roles in supporting the family. To 
organise my thinking I drew out a map of the network around Mr Nikolas, 
identifying the 'key players', their agendas, and power relationships between them. 
When I presented this back to the group it was seen as very helpful in clarifying the 
multitude of issues we were dealing with, and it became the framework for our 
presentation. We decided to each adopt one of the members of the system and 
present that person's viewpoints within a case conference role-play. This allowed us 
to integrate relevant theory, whilst bringing alive the family members and 
professionals as we perceived them.
My role in the presentation was to take on the perspective of the psychologist 
working with the family. One of the key dilemmas for me was to define who the 
client actually was, and what assessment and intervention should be undertaken. 
There was an apparently simple request from Social Services to assess Mr Nikolas in 
light of possible symptoms of dementia, but there was also a request from his 
partner Mrs Edwards to provide her some support and intervene in her disputes 
with his son and ex-wife, who also had their own agendas. The case highlighted the 
complexity of factors that must be taken into account when formulating and 
planning, which in clinical practice is further influenced by the constraints of the 
service. My current placement in a child and family setting has also emphasised this 
issue, as the child rarely self-refers, and there may be numerous competing
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stakeholders from the family, school and health systems. Systemic theory 
emphasises the idea of analysing the referring network (Vetere & Dallos, 2003), and 
I found this a useful concept in considering why the family presented for help and 
the context of their relationships to other agencies.
Settling on the structure for the presentation seemed to be the turning point in our 
group transformation from a relative chaos of conflicting ideas, to a coherent 
presentation that acknowledged different viewpoints and diverse ideas. Again, if 
the group process could be seen to mirror the family, the resolution that we 
achieved was essentially the therapeutic change that we would have desired to 
effect in the family. Bringing everyone together into a safe forum where they could 
all express their concerns and listen to others' perspectives may not have 
represented a final solution for Mr Nikolas, but it was a good starting point for more 
constructive negotiation. This may have helped those involved to agree a way 
forward, which was clearly lacking in the original situation presented to us. Hence, 
as the psychologist (both in the role-play and as a real trainee) I felt satisfied that 
we had progressed towards a helpful outcome for the family.
Group process
Throughout this account I have discussed the group collectively, because although 
there were certain differences and dynamics, my prevailing experience was of unity 
and coherence. I perceived a consistency of knowledge base and approach that 
made it easy to work with the other trainees, operating from a common 'world 
view' intrinsic to our professional background. However, I am aware that other 
group members experienced the group differently and may have paid much more 
attention to within-group processes, for example the power differential between 
the second and third year trainees and how this played out in the roles we took.
For me, our similarities were more salient than our differences. Social 
categorization theory would suggest that homogeneity within a group is perceived 
when the person feels a strong identification and membership of the in-group, in
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contrast to an alternative out-group (e.g. Taylor et ol. 1978, cited in Hogg & Tindale, 
2001). My recent placement experience provided this contrast, as I have felt quite 
isolated there and marginalised as a trainee and as a psychologist. It has been 
difficult to engage and work effectively with the MDT team, and I have experienced 
a stressful and conflictual environment. As a transitory team member it has been 
difficult to understand the context of the team situation, but I think it was 
influenced by complex service pressures and historical politics between individuals 
and professions. Relative to this group of individuals with disparate educational and 
professional backgrounds, and differing levels of responsibility, authority and status,
I felt that our PBL group was relatively free from factors such as competition and 
envy that may create conflict.
However, some members of the group were concerned about differences in the 
commitment level and priority given to the PBL exercise by other members. As well 
as second and third year trainees, an external statement of equivalence candidate 
was part of the group, and she was criticised in particular for lack input to the PBL 
and not being able to attend a number of meetings. I thought that she contributed 
equitably within the real constraints of her other commitments, and I sympathised 
with her sense of needing to keep the PBL manageable and balanced with 
competing demands. However, I was not aware that I was ever subject to the same 
criticism that I heard expressed about her, and I wondered whether she had 
become the focus of a more general complaint. Psychological theory explains 
scapegoating as a process of displacing responsibility and blame on to another, as a 
means of relieving a group's negative feelings about its failings or problems (Perera, 
1986). Lack of time is always a challenge in producing a PBL presentation and 
inevitably there are differences in the contribution of different group members. The 
unusual circumstance of having an external and temporary participant in our group 
made this person an easier target than members of the established trainee cohorts 
for criticism that really applied to the group as a whole.
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Context of Professional Development
As I read back over this account I realise that my reflections represent a snapshot of 
time and current preoccupations at this stage in my professional development. 
Much of my writing and thinking around the PBL draws on systemic theory, which 
seems to have been the focus of my learning in this second year of training. With 
recent placement experience emphasising a systemic model for working with 
children and their families, and the PBL assignment lending itself readily to a similar 
approach, I have been immersed in this new model and it may be reflected in this 
account. Another theme that seems to have emerged is around the development of 
professional identity, and the challenge of finding my voice as a psychologist, or 
finding ways of making it heard within different contexts. Finally, considering the 
group process; I find I still identify strongly with other trainees and experience the 
university environment as a place I feel more confident to explore ideas. I think 
these last two aspects are linked, and anticipate that with a growing sense of 
agency and professional identity I am likely to take a more critical perspective of 
other trainees' viewpoints, and that as group members we will individuate. This 
may result in richer and more diverse approaches to group work in the future, and I 
look forward to seeing the identities that will emerge as we move forward together.
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Problem-based learning (PBL) reflective account 3
How do we know if  
Improving Access to Psychologicai Therapies (lAPT) 
is working?
Year Three 
February 2010
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The problem-based learning (PBL) task focused on the issue of the Improving Access 
to Psychological Therapies programme (lAPT), and how to evaluate its effectiveness. 
The task was carried out in mixed groups of second and third year trainees, with the 
'problem' of imagining that we had to prepare a consultancy report on how the 
effectiveness of lAPT could be assessed, and deliver a group presentation based on 
our findings and our approach to the task. My group was successful in what I 
consider to be the two main objectives of problem-based learning: the implicit aim 
to engage with the subject matter (in this case to learn about and critique lAPT), 
and the explicit requirement to deliver a group presentation which demonstrates 
that learning. In this reflective account I will focus on some aspects of the group 
process that contributed to our productivity; namely effective leadership and team 
working. I will also consider issues to do with strategic communication, and finally, 
discuss what has led me to reflect on the PBL in terms of these professional and 
organisational issues at this stage in my training.
Leadership
Leadership can be defined as:
"The process of influencing others to understand and agree about what needs 
to be done and how it can be done effectively, and the process of facilitating 
individual and collective efforts to accomplish the shared objectives." (YukI, 
2001).
Given that the PBL brief or 'stimulus' material is usually very open or ambiguous, it 
often seems that the essence of the exercise is at first simply to understand and 
agree what needs to be done. Typically then, the early meetings of this PBL were 
concerned with general discussion of ideas, initial reactions to the stimulus, and 
marshalling of relevant information. As group members researched and developed 
specific interests, subsequent meetings became a negotiation of which ideas would 
be taken forward and how a range of viewpoints could be represented in a coherent 
group presentation. The group was not assigned a formal leader, and as such the 
process developed by a more democratic approach, similar to that described by 
models of "shared leadership" (Pearce & Conger, 2003). However, this implies
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equal sharing of power within the group, which I do not think was true. Power 
differences, to a greater or lesser extent, are present in every relationship and 
organisation, and within our PBL group, members with prior experience or 
knowledge of lAPT had greater initial credibility and influence in the decision­
making processes. I think that there was also a subtle hierarchy effect between the 
second and third year trainees. Together with the other third year trainees, I 
realised that our ideas prevailed in defining the main structure of the presentation 
and we played some of the more prominent roles. It seemed to be the product of 
implicit expectation on both sides that we would take a slightly greater leadership 
role.
I felt comfortable and confident in this role, and it seemed appropriate to the 
specific group situation and task. I had the advantage of having previously written 
an essay on lAPT, and particularly in the first meeting this may have given other 
group members the impression that I was knowledgeable on the facts of the 
matter, which was useful for a topic like lAPT, where there was a lot of practical 
information to understand. Secondly, the other third years were trainees from my 
case discussion group whom I knew well, trusted and was used to working with. 
Thirdly, the process of cohesion with the second years occurred quickly, and I 
gained respect and confidence in the competence and commitment of the group as 
a whole. All of these positive factors contributed to me feeling invested and 
enthusiastic about the process and the group, and this was an example of a 
leadership opportunity which I found rewarding.
Within my experience of training as whole there have been few opportunities to 
develop leadership skills, as by definition trainees are positioned as learners. Prior 
to training however, I can think back to a time when I was captain of a sports clubs 
at my first university, when I dedicated huge amounts of time and energy to that 
role and found it one of the most rewarding things I did. Some of the factors which 
supported me then are replicated in this PBL; a sense of feeling well-informed and 
having knowledge or experience to offer others, a vision of what I wanted my team
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collectively to achieve and the process of inspiring others to work towards that goal, 
and the support of trusted colleagues. I have also learned that I do better under 
conditions of autonomy and where outcomes are self-defined: conversely the 
process of external evaluation can raise anxieties which inhibit confidence and 
creativity. Whilst I do not necessarily see myself as a natural leader, it was useful to 
have the opportunity in this PBL to be reminded that I do have the ability and 
potential to function in a leadership role, and that this is potentially a rewarding 
position. Being mindful of the circumstances which facilitate or inhibit the 
development of leadership skills will be useful for the future, both for my own 
development and in terms of facilitating others.
Effective team working and use of diversity
Clear leadership is an essential part of effective team working, and in our PBL group 
the process of shared leadership contributed to an overall sense of effective team 
work. Another major strength of the group was that we made use of diversity; 
differences were valued and we utilised the range of relevant prior experiences and 
knowledge that members had to contribute. For example, I had previously 
researched lAPT for an essay; another trainee had worked in an lAPT service; others 
were interested in the research methods to do with evaluating outcomes; some 
were particularly interested in service user and carer perspectives; and there were a 
range of attitudes regarding the pros and cons of CBT, NICE guidelines and the basic 
principles on which lAPT is based. Given the variety of backgrounds, there were 
inevitable differences of opinion regarding the positive and negative impact of lAPT 
on the landscape of psychological services. We realised that the basic question of 
how to evaluate the effectiveness of the programme depended firstly upon how 
outcomes were defined: and that this varied according to personal expectations of 
what we hoped lAPT might achieve, and for whom. We resolved this dilemma by 
aiming to represent a variety of different stakeholders' views within our 
presentation, which was role-played as a "Question Time" style debate. Taking the 
most recent research report of lAPT's effectiveness as a benchmark (Clark et al..
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2009), we debated current measurements of performance and presented 
alternative propositions.
An advantage of this approach was that it allowed effective division of labour as 
each group member took responsibility for their own 'character' and the 
development of relevant arguments, however it also relied on a level of trust and 
confidence in other team members. It required each member to value the overall 
group product above individual performance or contribution, as none of the roles in 
themselves represented a balanced or complete solution to the PBL task; in fact 
they were deliberately designed to illustrate more extreme, polarised viewpoints. I 
think we all had some anxiety that the audience might mistake our respective 
characters' positions for our own views, but again, confidence in the overall group 
performance allowed for some risk-taking in terms of individual parts.
The capacity of a team to allow individuation whilst maintaining a collaborative 
approach towards shared goals appears to me to be a good indication of healthy 
functioning. I recall one previous placement where the team was under a great deal 
of stress and not functioning well, which gave me an appreciation of what can go 
wrong when this does not occur. That team had arrived at a situation where inter­
disciplinary differences were seen as threatening rather than valuable, and there 
was a drive to homogenise all roles, and emphasise common duties such as the use 
of generic assessment protocols. The value of professionals' varied expertise, 
experiences and training was lost through this process, which I believe occurred as a 
result of individuals not feeling valued or respected by the organisation and 
colleagues with whom they worked, and as a result the quality of the service 
provided to clients suffered. I experienced it as a stressful and unpleasant place to 
work, and saw first-hand the negative effects on staff morale and motivation. There 
is clear evidence that effective team-working has a positive impact on patient 
outcomes, satisfaction, team productivity, co-operation and innovation (West, 
2005), and therefore considering ways to facilitate effective team-working is always 
going to be important to me.
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Development of strategic communication
An aspect of the PBL that I really enjoyed was the opportunity to develop skills in 
debating and arguing one position strongly. This contrasts most aspects of work as a 
clinical psychologist, which usually values balanced consideration of multiple 
viewpoints, embracing ambiguities and uncertainty. It was interesting to consider 
the communication skills needed to persuade and influence others, such as the 
development of a strong argument, selective use of evidence and strategic handling 
of questions. The role that I presented was an amalgamation of David Clark, Lord 
Layard and other pro-IAPT, pro-CBT parties, whom I perceived as heavily invested in 
promoting the benefits and successes of the programme. As my own opinions were 
uncertain and more ambivalent than these, I set out to understand what led them 
to take the position they did, and to research their arguments and values. On 
reading about the economic argument (The Centre for Economic Performance's 
Mental Health Policy Group, 2006), the lAPT statement of intent, and the latest 
outcome evidence to suggest that lAPT services are meeting these aims (Clark et al. 
2009), I thought that there were some convincing data but I also had questions 
about the validity of Clark's arguments, the way certain data had been interpreted 
and so on. However, my task was to defend these arguments, and hence I 
emphasised the evidence that supported my points and presented it as convincingly 
as I could. I was surprised by how clear, convincing and powerful it was possible to 
make the arguments sound, when I had imagined they would come across as 
outrageously biased. This was a good experience for me to experiment with a much 
bolder communication style than usual, and realise that it can be both credible and 
useful. I also appreciated that there can be certain political and organisational 
reasons that make it important to be able to market a definite and confident 
argument at times; even when one knows that the real issues are much more 
complex.
Relevance of service deliverv and service development issues
The reflections that I have presented in this account are focused on organisational
and professional issues, which were guided to an extent by the subject matter of
PBL Reflective Account Three 73 
the PBL task. However, our group approach to the problem included a number of 
different levels of analysis, including more clinically focused consideration of lAPTs 
impact for service users and staff working in those services. Therefore my choice of 
role and focus of reflections are also influenced by personal interests and 
preoccupations at this stage of my career. As a final year trainee, I feel an 
imperative to be aware of organisational and political issues, and encouraged to 
develop higher level competencies such as leadership skills and contribution to 
service development and delivery. My choice of role was partly motivated by a 
wish to consider how I would try to solve policy issues if I was the one faced with 
the task of designing services. It is easy to criticise and complain about less than 
perfect systems or services, but unless we are willing to put forward alternative 
solutions then progress cannot occur, and I am interested in understanding what 
skills and circumstances are needed to facilitate creativity and innovation.
References:
Clark, D., Layard, R., Smithies, R., Richards, D., Suckling, R., & Wright, B. (2009). 
Improving access to psychological therapy: Initial evaluation of two UK 
demonstration sites. Behaviour Research and Therapy, 47 (11), 910-920.
The Centre for Economic Performance's Mental Health Policy Group (2006). The 
Depression Report: A new deaifor depression and anxiety disorders. London School 
of Economics.
Pearce, C.L. & Conger, J.A. (Eds) (2003). Shared Leadership: Reframing the hows and 
whys o f leadership. London: Sage Publications.
West, M. (2005). Effective Teamwork: practical lessons from organisational 
research. Oxford: Blackwell.
YukI, G. (2001). Leadership in organizations (5^  ^Edition). Prentice Hall, New Jersey.
74
75
Case Discussion Group (CDG) Process Account 1
Summary 
End of Year One 
September 2008
The Case Discussion Group (CDG) is a space in which to meet with other trainees 
and reflect on issues related to clinical practice, through discussion of particular 
cases, therapeutic models, and general matters of professional and personal 
development. I have valued the CDG as a means of peer support and learning. It has 
provided a forum for debate and critical discussion of clinical work, and I have found 
my peers unique in their ability to empathise and criticise from a similar perspective 
to my own, in contrast to the different function of relationships with tutors and 
supervisors.
The most interesting challenge for the CDG over the year has been to withstand the 
tensions and strains related to external situations that have had repercussions on 
the relationships and atmosphere within the group. Other difficulties such as the 
role of the facilitator have been tackled and substantially overcome.
Group discussion has been an interesting and useful source of learning. Members 
have demonstrated a developing clinical knowledge base in increasingly thoughtful 
and sophisticated case discussions, and I have learned from their shared 
experiences. Similarly, it has been validating to have my contributions listened to 
and respected. Overall I have found the process very supportive and it has helped 
me develop confidence in my clinical work. Despite its difficulties there have been 
many positive qualities within our group relationships, and I look forward to taking 
these forward and participating in the future development of the group as it 
progresses.
76
77
Case Discussion Group (CDG) Process Account 2
Summary 
Year Two 
July 2009
My Case Discussion Group (CDG) had an eventful second year, and saw significant 
changes in both the functioning of the group and its actual composition of 
members. The first half of the year was dominated by internal group conflict and 
preoccupation with relationships and process, which culminated in one person 
leaving the group. The second half of the year saw the establishment of a cohesive 
new group, with a focus on content, function and productivity.
In this account I reflect on the tension between process and content, which mirrors 
the dilemmas faced in clinical practice. I consider the balance between intrinsic 
motivating factors and perceived constraint from external pressures and political 
context of the profession. Analysis of the group's difficulties leads me to consider 
themes of power, risk and responsibility, and specifically the context of my 
developmental stage and current task of developing increasing professional 
responsibility. I discuss my feelings in response to the group member leaving, and 
models of recovery from trauma and loss. I reflect on the group's different means of 
coping with this loss, in contrast to another planned ending when the facilitator and 
another member left the group. Finally, I reflect on the group's own process of 
reflection and recognition of progress.
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Summary of Clinical Placement Experiences
Years One to Three 
September 2007 -  September 2010
82
Adult Mental Health placement (12 months)
Dates: October 2007 to September 2008
Setting: Split placement between a specialist adult Eating Disorders Service (EDS), a 
Community Mental Health Team (CMHT), and a Community Drug and Alcohol 
Service (CDAT).
Summary of experience:
At the EDS I saw outpatients and day patients with moderate to severe eating 
disorders. This involved individual and group work using predominantly CBT, 
motivational interviewing and schema-therapy approaches. The service employed a 
multi-disciplinary approach and I worked closely with psychiatry, nursing and 
dietetics colleagues. Monitoring of weight, physical health and risk issues were 
integral to the work. I co-facilitated a body image group and a Carers group. At the 
CMHT I undertook individual assessments and interventions with clients with a 
range of severe and enduring mental health difficulties or social care needs. These 
included severe depression, anxiety, suicidality, personality disorder, relapse 
prevention in psychosis and bipolar disorder. I undertook a psychometric 
assessment and gained experience of standardised assessment and outcome 
measures, risk assessments and the Care Programme Approach. At the CDAT I co­
facilitated a CBT stress and anxiety management group for people in detox from a 
drug or alcohol addiction.
Child and Familv placement (6 months)
Dates: October 2008 to March 2009
Setting: A Child and Adolescent Mental Health Service (CAMHS)
Summary of experience:
The placement took place within a multi-disciplinary CAMHS service, which saw 
children and families with a range of mental health and behavioural difficulties. My 
caseload included children between the ages of 5 and 17, presenting with social 
anxiety and Asperger's syndrome, ADHD, conduct disorder, emotionally-based 
school refusal, CCD, PTSD following sexual abuse, and anger management issues 
following experience of domestic violence. I carried out several psychometric
Summary of clinical placement experiences 83 
assessments of children with suspected autism, ADHD, and specific developmental 
difficulties. My work was informed by systemic, narrative, CBT and 
attachment/developmental approaches to understanding children and families' 
difficulties. I participated in the reflecting team of a Family Therapy case for a family 
that was seen over the six months of my placement.
Learning Disabilities placement (6 months)
Dates: April 2009 to September 2009
Setting: Split between two neighbouring Community Teams for People with 
Learning Disabilities (CTPLDs)
Summary of experience:
In this placement I worked with clients aged between 20 and 102 years of age, with 
mild to severe learning disabilities and a range of presenting problems. The work 
involved direct and indirect assessment and intervention, work with staff teams and 
families, in clients' own homes. Day Centres, group homes and at the CTPLD. The 
work required creative and flexible use of CBT, systemic, psychodynamic and 
integrative models. Specific cases included presenting problems of anxiety, 
depression, bereavement, assertiveness training, Asperger's syndrome, self-harm, 
and sex offending. I carried out a dementia assessment of a deaf man with Down's 
syndrome, using a Royal Association for Deaf people (RAD) interpreter. I prepared 
and delivered a Reminiscence group for elderly clients with LD in a residential 
home, and carried out a piece of consultation work with a staff team using a 
structured team formulation model.
Specialist placement (6 months) ^
Dates: October 2009 to March 2010
Setting: An inpatient Neurorehabilitation Unit and an outpatient Neuropsychology 
service.
Summary of experience:
The placement was based on an inpatient neurorehabilitation unit, providing short­
term post-acute assessment and holistic rehabilitation to working age adults.
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Common presenting problems were traumatic brain injury, stroke, multiple sclerosis 
and other neurological conditions. I provided neuropsychological assessment and 
cognitive rehabilitation to individuals. The work took place within a strongly multi­
disciplinary approach, and my role included key worker responsibilities, goal-setting 
and liaison with families. I co-facilitated a Memory Group on the ward with an 
Occupational therapist colleague. The placement was split with an outpatient 
Neuropsychology Service, where I provided neuropsychological assessments of 
working age adults with memory concerns. Referral questions commonly requested 
differential diagnosis of cognitive impairment due to organic processes versus 
mental health difficulties.
Older Adults placement (6 months)
Dates: April 2010 to September 2010 
Setting: An Older Adults Psychology Service 
Summary of experience:
The placement was set within a Psychology Service providing input to several Older 
People's Community Mental Health Teams (OPCMHTs), a Day Hospital and two 
inpatient wards (functional and organic illness). The main approaches used were 
CBT and Narrative work. The placement provided the opportunity to work with 
people from a range of backgrounds and ages (62 -  90 years). Presenting difficulties 
included dementia, depression, anxiety, OCD, health anxiety, irritability following 
stroke, and difficulties related to bereavement and poor physical health. Several 
cognitive assessments were undertaken under the supervision of a 
neuropsychologist. I set up and led a cognitive stimulation/coping with 
forgetfulness group for patients with dementia at a Day Hospital, in collaboration 
with a nurse and Occupational therapy assistant. The placement also allowed an 
opportunity for providing consultation to a staff team at a residential home.
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Case Report One - Summary
Neuropsychological assessment of a 45 year-old woman with 
"dissociative disorder", memory difficuities and a chiidhood head injury, 
in a Community Mental Health Team (CMHT). 
Year One 
April 2008
Presenting problem: Jenny was referred to the CMHT with a complex presentation, 
including dissociative features. She complained of a long-standing memory problem 
for recent and remote memory. The neuropsychological assessment took place as 
an adjunct to therapy with a qualified clinical psychologist.
Relevant history: Jenny hit her head aged 5 years, which did not result in loss of 
consciousness but was followed by a one-off epileptic seizure. She had a history of 
alcohol abuse, self-harm and suicidality in her early adulthood. She had recurrent 
depression in recent years. Jenny obtained few qualifications at school and was 
employed in retail and hospitality.
Literature review: Neuropsychological profiles associated with dissociative 
disorder, frontal head injury, depression and alcohol dependence were reviewed.
Assessment: Clinical interview and psychometric assessment were employed. The 
Wechsler Test of Adult Reading (WTAR), the Wechsler Adult Intelligence Scale 
(WAIS-III) and the Wechsler Memory Scale (WMS-III) were administered.
Findings: Jenny's Performance IQ was in the average range and significantly above 
her Verbal IQ, which was Low Average. There was a statistically and clinically 
significant discrepancy between her Perceptual Organisation and Verbal 
Comprehension indices, indicating likely organic impairment. Jenny's WMS
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performance was slightly lower than expected, but broadly in the Low Average 
range and no evidence of specific memory deficit.
Discussion: Jenny's neuropsychological profile was consistent with a specific organic 
impairment affecting verbal abilities, acquired early in life although specific 
aetiology unknown. This was likely to have contributed to her psychological 
difficulties, in combination with adverse family relationships.
Recommendations: For ongoing psychological therapy to take account of cognitive 
impairment in formulation and treatment.
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Case Report Two - Summary
Cognitive-behavioural therapy fo r Bulimia nervosa 
with a woman in her iate thirties.
End of Year One 
September 2008
Referral: Sarah Robinson was referred to the Eating Disorders Service with a 10 
year history of bingeing and purging, and recent symptoms of depression.
Assessment: Sarah's symptoms were assessed by clinical interview, and a food and 
feelings self-monitoring diary. Daily binge-eating, self-induced vomiting, laxative 
abuse and excessive exercise were identified. Sarah was obese (BMI exceeding 30) 
and severely dissatisfied with her weight and shape.
Formulation: Sarah's difficulties were formulated within a cognitive-behavioural 
model of Bulimia nervosa (BN; Fairburn & Cooper, 1989). Post-pregnancy dieting 
had triggered the initial onset of her problematic eating behaviours and current low 
mood had prompted her to seek treatment.
Intervention: I saw Sarah for 16 sessions over 6 months, using a predominantly 
CBT/ guided self-help approach. The first stage involved psychoeducation, 
behavioural advice and motivational enhancement techniques. This was followed by 
more detailed cognitive formulation and restructuring (Cooper, Wells & Todd, 
2004), also using some narrative and solution-focused strategies. Maintenance of 
behavioural changes and relapse prevention was addressed.
Reformulation: Some of Sarah's early experiences, contextual and maintaining 
factors that emerged through therapy were incorporated into a more holistic 
reformulation of her difficulties.
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Outcome: Repeated food diaries showed that the frequency of Sarah's disordered 
eating behaviours had reduced from daily to occasionally, and she no longer met 
diagnostic criteria for BN. Standardised eating attitudes, depression and anxiety 
measures showed scores within the normal range. Treatment gains were 
maintained at two-month follow-up.
Critique: The initial assessment and formulation did not capture Sarah's individual 
circumstances and the functions of her eating behaviours fully, but this was 
addressed in the reformulation. Standardised outcome measures were omitted at 
assessment, which made it difficult to evaluate progress.
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Case Report Three - Summary
Systemic narrative work with a 12 year-old boy and his mother following
experience o f domestic abuse
Year Two 
March 2009
Referral: James Wilkinson was referred with emotional difficulties and outbursts of 
unpredictable anger at home. He was troubled by "bad memories" and images of 
domestic abuse he had witnessed.
Family background: James lived with his mother Mrs Wilkinson, older brother 
Robert (14) and younger sister Rachel (11). His parents divorced four years earlier 
following domestic abuse by James's father against his mother. The family had had 
no contact with Mr Wilkinson for the past 18 months.
Assessment: James completed the Children's Impact of Events Scale and Beck Youth 
Inventories for anxiety, depression and anger. I interviewed him with his mother.
Formulation: My initial formulation made sense of James's difficulties as symptoms 
of PTSD and emotional recovery from trauma. There was a fear within the family 
that if James's anger issues were not addressed they might escalate into the violent 
tendencies demonstrated by his father.
Intervention: My initial treatment approach used elements of trauma-focused CBT 
with James and his mother (psychoeducation about reactions to trauma, anger 
management). However, it became clear that James's primary need was to re-tell 
his experiences of the abuse, and hence I switched to a narrative approach. James 
drew a timeline of events, and I developed the subordinate storylines about his 
courage, protectiveness and values about the qualities of good fathers/men.
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Reformulation: It emerged that one of the factors holding James and his mother in 
conflict was a difference of opinion about future relationships with James's father. 
Mrs Wilkinson did not want to see him, but James held on to an ambivalent hope of 
having some relationship with him again in the future. Identifying the unhelpful 
feedback loops and separating out their positions allowed useful dialogue and 
processing of loss.
Outcome: James expressed improved understanding of past issues and acceptance 
of the current situation regarding contact with his father. Repeated symptom 
measures showed improvements to the normal range.
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Oral Presentation of Clinical Activity - Summary
Developing skills in consultation: Collaborative team formulation with 
care staff in a residential Learning Disabilities setting.
Year Two 
September 2009
The oral case presentation focused on a case which illustrated my development in 
terms of consultation skills and working with staff teams in a learning disabilities 
setting. It demonstrated issues relevant to systemic work, which characterised my 
phase of development at the end of the second year of training, subsequent to 
Child and LD placements. The client was a 44 year-old woman with a mild learning 
disability and a diagnosis of Asperger's syndrome, who had long-standing problems 
including self-harm and binge-eating. She was referred by staff at her residential 
setting, who were concerned about her 'obsessional' behaviour. They had little 
experience of working with clients who self-harmed and had no clinical supervision, 
and I hypothesized that the reason for the current (and historically repetitive) 
referrals was due to their anxiety rather than a change in the client's clinical 
presentation. Interview with the client showed little insight and reluctance to 
engage. Working in conjunction with my supervisor, we carried out an indirect 
intervention through a series of consultations to the staff team. We used a 
consultation model based on developing a collaborative formulation (Lake, 2008) 
and hoped to increase their ability to think psychologically about the client and to 
contain their anxiety and her emotional distress. We adapted the model to the 
needs and goals of a direct care staff group, through simplified theoretical 
explanations and to accommodate quite a concrete focus on problems and 
solutions. Discussion resulted in a consideration of the client's early experiences 
and family background, leading to hypotheses about low self-esteem, difficulty 
managing emotions and self-harm/other symptoms as ways of coping with this.
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Skills in collaborative formulation and working with staff groups were 
demonstrated. Staff gave feedback that they had found the exercise very useful and 
thought about the client differently.
Reference:
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Case Report Four - Summary
Cognitive rehabiiitation of a 17 year-old man with a traumatic brain 
injury (TBI) in a specialist neurorehabilitation service.
Year Three 
April 2010
This case report describes the cognitive rehabilitation of a 17-year-old man with a 
traumatic brain injury, during treatment at a post-acute inpatient 
neurorehabilitation unit and following discharge into the community. The client 
sustained a severe closed head injury as a result of an assault, which resulted in a 
subdural haemorrhage and intracranial surgery. After 7 weeks of acute medical 
care, he commenced multidisciplinary rehabilitation at the unit. His physical 
mobility and functioning in ADLs were close to independence but there were 
marked cognitive deficits. Neuropsychological assessment identified impairment in 
processing speed, memory and mild executive difficulties. However, the client 
denied the cognitive impacts of his TBI and his motivation to engage in cognitive 
rehabilitation was poor. My intervention focused on providing feedback of his 
cognitive difficulties and raising his awareness of potential difficulties in achieving 
his goals to return to college and riding his motorbike. At follow-up several weeks 
after discharge it emerged that significant anger and aggressive behaviour had 
emerged, which was causing distress in the family. A formulation of emotional 
disorder in TBI is presented, which captures contextual factors. Three intervention 
sessions were carried out with the client and his mother, which resulted in 
improvements of awareness and motivation to learn strategies to control his 
behaviour. Limitations of outcome evaluation in neuropsychology are discussed. A 
CBT approach to anger management was introduced to the client and the action 
plan was for him to develop these skills in further work with my supervisor.
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RESEARCH LOG CHECKLIST
1 Formulating and testing hypotheses and research questions sr
2 Carrying out a structured literature search using information technology and 
literature search tools
-jX -
3 Critically reviewing relevant literature and evaluating research methods
4 Formulating specific research questions SK
5 Writing brief research proposals c/
.....^
6 Writing detailed research proposals/protocols
7 Considering issues related to etiiical practice in research, including issues of 
diversity, and structuring plans accordingly
c/
-
8 Obtaining approval from a research ethics committee
9 Obtaining appropriate supervision for research
..
10 Obtaining appropriate collaboration for research
II Collecting data from research participants (X
12 Choosing appropriate design for research questions (X
13 Writing patient information and consent forms X
14 Devising and administering questionnaires X
15 Negotiating access to study participants in applied NHS settings X
16 Setting up a data file X
17 Conducting statistical data analysis using SPSS X
18 Choosing appropriate statistical analyses X
19 Preparing quantitative data for analysis X
20 Choosing appropriate quantitative data analysis X
21 Summarising results in figures and tables X
22 Conducting semi-structured interviews X
23 Transcribing and analysing interview data using qualitative methods X
24 Choosing appropriate qualitative analyses X
25 Interpreting results from quantitative and qualitative data analysis X
26 Presenting research findings in a variety of contexts X
27 Producing a written report on a research project X
28 Defending own research decisions and analyses X__
29 Submitting research reports for publication in peer-reviewed journals or edited 
book
x^
30 Applying research findings to clinical practice X
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Service Related Research Project (SRRP)
An evaluation o f patient satisfaction a t an Eating Disorders service.
End of Year One 
September 2008
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ABSTRACT
Objective: The study aimed to describe patient satisfaction levels, helpful and 
unhelpful aspects of treatment, and suggested improvements to current service 
provision. Design: Pre-existing satisfaction data routinely collected from patients at 
discharge was analysed retrospectively. This comprised a questionnaire with fixed- 
choice rating scales and open-ended comments. Setting: A specialist NHS eating 
disorders unit providing outpatient and day patient treatment. Participants: 26 
adults who had received treatment for eating disorders at the unit had completed 
surveys. 18 had attended day care and 8 had been outpatients. Outcome measures: 
Satisfaction ratings for different aspects of service experience were examined using 
descriptive statistics, and themes generated from analysis of the open-ended 
qualitative comments. Results: Overall levels of satisfaction with the service were 
high. Individual therapy, nursing and reception were perceived as the most helpful 
aspects, while waiting times, medical reviews and inadequate aftercare were the 
most common complaints. Suggested improvements were increased staffing and 
more support in the transition to community care. Conclusions: Patient satisfaction 
levels appear to indicate that the unit is delivering a high quality service for people 
with eating disorders. However, conclusions are limited by the small sample size and 
possible acquiescence bias. Improvements to the current system of distributing 
questionnaires and ensuring anonymity may counteract these problems. Repeat 
analysis of satisfaction in future may help evaluate the success of current service 
expansion.
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INTRODUCTION
The Involvement of patients and the public in the development and delivery of 
healthcare services has become an increasingly important agenda in the United 
Kingdom, including mental health service users and carers (Department of Health, 
1999; 2001). Satisfaction surveys are a common means of collecting consumer 
perspectives. Patient satisfaction has been defined as 'the healthcare recipients' 
reaction to the salient aspects of the context, process and result of their experience.' 
(Pascoe, 1983, p.l87), and is influenced by subjective standards, expectations and 
values. Newton (2001) suggests that patient satisfaction is a specific outcome of 
treatment, and that treatment evaluation by patients may also include perceptions 
of availability, appropriateness and acceptability.
There may be some scepticism amongst mental health professionals about the 
validity of satisfaction studies, since they rely on the ability of people with mental 
health problems to make judgements about what is best for them (Seligman, 1995). 
This may be particularly controversial in the field of eating disorders, where a high 
level of ambivalence towards treatment is recognised as part of the characteristic 
psychopathology. There exists a danger that negative reports of treatment 
experience may be dismissed as a feature of symptom denial and failure to recognise 
the need for treatment. However, given that patients with eating disorders may 
often enter treatment with a degree of reluctance, it could be argued it is all the 
more important to ascertain their views on the experience.
Most evaluations of eating disorder services report outcomes in 'objective' terms of 
symptomatology (see for example, Peake et al., 2005). Quantitative measures are 
used to discern change along the dimensions of diagnostic criteria (for example. 
Body Mass Index, specific eating disorder scales) in accordance with the service's 
impact model of a good outcome.
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Service user movements in the eating disorders field have expressed a clear demand 
to be involved in research and service development (Rowbotham & Mead, 2006). 
Despite this, the literature on service user perceptions of eating disorder services is 
scant (Newton, 2001). A number of quantitative studies have used survey methods 
to compare the perceived efficacy of different treatments for eating disorders (e.g. 
Yager et al., 1989; Newton et al., 1993), or evaluate experiences within specific 
treatments (e.g. Deeble & Bhat, 1991; Rorty et al., 1993). It is difficult to consolidate 
the findings of these studies as varying approaches to measurement were employed. 
However, Rosenvinge and Klusmeier (2000) replicated in Norway the British study of 
Newton and colleagues (1993), and obtained similar results. Outpatient individual 
and group psychotherapy were received with a high level of satisfaction, and family 
therapy to a lesser extent. Therapists experienced as 'competent on eating 
disorders' generated higher satisfaction ratings.
Qualitative studies have indicated that prior expectations, issues to do with other 
patients and environment also influence satisfaction in patients with eating disorders 
(Vince & Leung, 2006). Good relationships with staff and the 'therapeutic alliance' 
were associated with positive accounts of satisfaction (Swain-Campbell etal., 2001).
The Government recommends that most people with eating disorders should be 
managed on an outpatient basis by a multi-disciplinary team capable of meeting 
their complex physical and psychological health needs (NICE, 2004). The eating 
disorders service evaluated in this study is one of several outpatient units of an NHS 
Trust in the South East of England. The unit also provides a day programme for 
patients with more severe presentations, who have increased health risks associated 
with very low weight. Patients requiring hospitalisation are referred to a 
neighbouring Trust for inpatient treatment.
The unit is unique in its area as the sole NHS provider of a day programme for eating 
disorders, and as a transition point between intensive inpatient care and outpatient 
community treatment. The unit is under pressure from an increasing number of
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referrals, and is in the process of negotiating expansion in terms of extra staffing and 
increased capacity in the day programme. Therefore it seems important and timely 
to survey patient satisfaction at the unit, to contribute to service evaluation and 
inform future development of the service.
AIMS
The study aims to examine patient^ perceptions of the care delivered by a local 
eating disorders service, to identify perceived strengths and areas of need. 
Specifically, the study will focus on (1) a description of day patient and outpatient 
satisfaction with different aspects of service experience; (2) identification of features 
that patients found helpful or unhelpful; and (3) suggested improvements to the 
service.
METHOD
Participants
The sample consisted of 26 patients who had received treatment from the eating 
disorders unit, between the time of the last satisfaction survey audit and the present 
(September 2005 to June 2008). The total number of patients seen by the service 
during this period is unknown, as is the number who were offered the opportunity to 
participate in the survey and therefore the response rate of those who received a 
questionnaire.
Instruments
Two different versions of a satisfaction survey were employed, in relation to the day 
programme and outpatient treatments respectively (see Appendix 1 and Appendix 
2). They were developed by clinicians at the local eating disorders service and had 
been in use since the late 1990s.
 ^The term 'patients' will be used to refer to people who use the eating disorders service. It is 
recognised that 'service-user', 'client' or 'consumer* may be preferred terms for people who 
use generic mental health services. However, due to their significant physical health needs 
people with eating disorders have traditionally been termed 'patients', and for the sake of 
congruence with service terms (i.e. 'outpatient' and 'day patient' services) this descriptor 
will be used here.
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The day patient survey consisted of an 18-item self-report questionnaire covering 
four aspects of experience: (1) Before attendance; (2) Whilst in the service; (3) Prior 
to discharge and (4) Overall Quality. The response format consisted of forced-choice 
scales, with ratings of 1, Very unsatisfied'; 2, 'unsatisfied'; 3, 'not sure'; 4, 'satisfied'; 
and 5, 'very satisfied'. Specific treatments were rated in terms of helpfulness, with 
an analogous 5-point rating scale. Open-ended comments were invited under each 
item.
The outpatient survey was a 15-item self-report questionnaire following a similar 
structure. The questionnaire contained five sections covering (1) First Impressions;
(2) The Initial Assessment; (3) Treatment; (4) Quality; (5) Additional Comments. 
Satisfaction was assessed using similar 5-point rating scales and open-ended 
comments were allowed.
Procedure
The study examined pre-existing data from patient satisfaction surveys that had 
been collected as part of routine clinical practice. Questionnaires were provided to 
patients at discharge from the day programme or from the service (outpatients). 
Surveys were given to patients by hand at their last contact with the service, by the 
therapist or nursing staff involved in their care. Completion of surveys was voluntary 
and anonymous, and relied on patients to complete the questionnaire before leaving 
the unit or return by post. As data were collected naturalistically, and for the explicit 
purpose of feedback and service development, patients were assumed to have given 
consent by completing and submitting the questionnaire. Therefore, ethical scrutiny 
of this project was deemed unnecessary.
Data Analysis
Quantitative data were analysed using descriptive statistics. Response categories 
were merged to give an overall indication of satisfaction: negative (1 or 2), neutral
(3), or positive satisfaction (4 or 5) for each aspect of service provision. Content
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analysis (Krippendorf, 2004) was used to identify themes within the open-ended 
responses, and record the frequency of their occurrence.
RESULTS
Demographics
Surveys were anonymous and did not contain fields for demographic data. As 
patients at the unit, all respondents fulfilled diagnostic criteria for an eating disorder 
and were aged between 18 and 65. Eighteen respondents had received treatment in 
the day programme, and 8 had been outpatients.
Day patient satisfaction
Table 1 shows day patient ratings of different aspects of their experience. Most 
features of service provision and treatment were viewed positively. A majority of 
respondents were 'satisfied' with the service received before they entered the day 
programme, although 11% gave a negative rating of the referral process and 
information provided. Satisfaction was generally higher regarding experiences while 
in the service, and a rating of 'very satisfied' was the mode for more than half of the 
items in this section. Reception, individual therapy, nursing input, and other patients 
were rated as 'helpful' or 'very helpful' by more than 80% of respondents. 
Psychoeducation, nutrition and support groups were consistently found the most 
helpful. More varied opinions were expressed regarding accessibility, medical/MDT 
review, the body image group, and length of treatment. 22% found accessibility a 
problem and 18% thought medical/MDT reviews were unhelpful. The greatest 
variability of responses was recorded for 'aftercare'. Less than half of respondents 
reported positive satisfaction, and over a third were 'unsure' whether there was an 
adequate care plan in place for after their discharge.
Overall, respondents were highly satisfied with the quality of care they received from 
the eating disorders service, with 83% reporting positive satisfaction. None reported 
that they had found treatment unhelpful. 94% of respondents indicated that they 
would recommend the service to others.
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Table 1. Day patient satisfaction
lo r  2 3 4 or 5
valid n (frequency) Mode
1: Before attendance
1.1 Referral 18 2 5 11 4
1.2 Information 18 2 3 13 4
1.3 Involvement 18 0 3 15 4
2: While in the service
2.1 Accessibility 18 4 3 11 5
2.2 Reception 18 0 1 17 5
2.3 Treatment
2.3.1 Individual therapy 17 0 1 16 5
2.3.2 Medical/MDT reviews 17 3 4 10 4
2.3.3 Nutritional reviews 17 0 5 12 5
2.3.4 Nursing 16 0 2 14 5
2.4 Groups
2.4.1 Psychoeducation 17 0 3 14 5
2.4.2 Psychotherapy 17 0 3 14 4
2.4.3 Body image 18 2 5 11 4
2.4.4 Nutrition 9 0 1 8 5
2.4.5 Cooking 2 0 0 2 4
2.4.6 Community 8 0 5 3 3
2.4.7 Support 13 0 4 9 5
2.5 Other patients 17 0 3 14 5
2.6 Length of treatment 18 1 4 13 4
2.7 Family Involvement 14 0 3 11 4
3: Prior to discharge
3.1 Aftercare plan 18 3 7 8 3
4:Quality
4.1 Overall satisfaction with quality 18 0 3 15 5
4.2 Overall helpfulness of treatment 18 0 1 17 5
Response Categories: 1, Very unsatisfied/very unhelpful'; 2, 'nsatisfied/unhelpful';
3, 'OK/not sure'; 4, 'satisfied/helpful'; 5, 'very satisfied/very helpful'.
n No Not Yes
sure
4.3 Recommend to others 18 0 1 17
Outpatient satisfaction
Table 2 shows outpatient satisfaction ratings according to different aspects of service 
experience. Respondents expressed a high level of satisfaction with almost all
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aspects of the service. Waiting time was a notable discrepancy, with 50% of 
respondents reporting a negative or neutral opinion. A long delay between referral 
or assessment and the start of treatment was the main complaint. Nevertheless, 
overall quality of treatment was rated very highly (100% positive ratings for quality, 
outcome and recommendation).
Table 2. Outpatient satisfaction
valid n
l o r  2 3
(frequency)
4 or 5
1. First impressions
Referral 8 1 0 7
Information 8 0 2 6
Location 8 0 0 8
Waiting time 8 3 1 4
Reception 8 0 0 8
2. Initial Assessment
Helpful 8 0 0 8
Care Plan 8 1 0 7
Staff were understanding 8 0 0 8
3. Treatment
Self-help group* 2 0 0 2
Individual therapy* 3 0 0 3
Dietetics* 3 0 0 3
Group Psychotherapy* 1 0 0 1
Body Image group* 1 0 1 0
Family therapy*^ 1 0 0 1
Length of treatment 8 0 1 7
Family involvement 4 0 0 4
After care plan 8 0 0 8
4. Quality
Quality 8 0 0 8
Outcome 8 0 0 8
Recommend to others 8 0 0 8
Response Categories: 1, 'strongly disagree'; 2, 'disagree' ; 3, 'not sure'; 4, agree';
5, strongly agree'. * 1, 'very unhelpful'; 2, 'unhelpful'; 3, 'not sure'; 4, helpful'; 5,
very helpful'. Family therapy provided by external service
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Helpful and unhelpful aspects o f treatment
Qualitative analysis of respondents' open-ended comments provided further 
information about the aspects that influenced satisfaction. Positive and negative 
themes are summarised in Table 3, with the frequency of their occurrence within the 
sample.
Table 3. Helpful and unhelpful aspects of treatment
Valued aspects Frequency (n=18)
• Emotional support and encouragement from staff (esp. nursing) 16
• Individual therapy-insight into self and eating disorder 12
• Emotional support and encouragement from other patients 12
• Friendly and welcoming reception 11
• Information and education -about food, nutrition and health 8
• Structure and routine 3
• Consistency and personal relationships with staff 2
• Practical support with eating and communal meals 2
Unhelpful aspects
• Discharge/aftercare plans missing or inadequate 11
• Some patients perceived as negative or competitive 7
• Lack of support between referral/assessment and start of 6
treatment
• Some staff perceived as judgemental or lacking understanding 6
Lack of community work as part of day programme 6
Use of temporary nursing staff 6
Unit closures due to staff sickness 4
Day care phase out too short 2
Suggested Improvements 
Staffing
Respondents suggested that more permanent nursing staff might reduce the 
problems of unit closures due to sickness, and the use of temporary staff. They 
valued nursing input highly, particularly the support gained from personal 
relationships with staff who knew them well, were knowledgeable about eating 
disorders and were understanding in their approach.
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More support during transition periods
Respondents expressed a desire for support during the period while they were 
waiting to begin treatment. They also suggested some ways of improving the 
transition to outpatient treatment following day care. There was demand for more 
community-based work to help generalise skills to external settings, both during day 
treatment and after discharge, when 1:1 community sessions were suggested as a 
follow-up. A drop-in support group for patients recently discharged from day care 
was proposed, and a longer period of weight maintenance/phase out from the day 
programme.
DISCUSSION
The results of this satisfaction survey indicated that a majority of respondents had a 
very positive experience of treatment at the eating disorders service. The findings 
were broadly commensurate with a previous evaluation of day patient satisfaction at 
this service (Ayles, 1998), and overall satisfaction with treatment was higher than 
has been reported in some existing literature (Newton et al. 1993; Rosenvinge & 
Kusmeier, 2000). As well as high quantitative ratings of satisfaction, respondents 
made use of open-ended comments to indicate that human factors relating to the 
staff and other patients at the unit were the most influential. A friendly reception, 
encouragement and support from knowledgeable nursing staff, and trusting 
relationships with individual therapists were valued. These findings agree with 
qualitative literature in the area (e.g. Swain-Campbell et al., 2001), which 
emphasises the therapeutic alliance as a predictor of satisfaction. The results appear 
encouraging for the service.
However, a fundamental problem with patient satisfaction surveys is that they tend 
to produce little variation, with most respondents expressing positive satisfaction 
(Collins et al., 1997). Patients may be reluctant to criticise health professionals, or 
may perceive there to be a right and a wrong response. These factors are more likely 
to have an effect when respondents perceive that anonymity is not ensured. As most 
questionnaires in this study were distributed and returned by hand, by the clinicians
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involved in the patients' care, it is likely that concerns about lack of anonymity may 
have affected the opinions patients reported. Many patients used the free 
comments section to express gratitude for the treatment they had received, and 
may have therefore felt precluded from also expressing criticism. However, some 
research has found the influences of acquiescence and social desirability on ratings 
of satisfaction to be low and non-significant (Hansson & Hoeglund, 1995; Gatson & 
Sabourin, 1992; cited in Clinton et al., 2004), so it may be assumed that the method 
has acceptable validity.
A more definite limitation was the small sample size of this study, which calls into 
question whether the results can be considered representative of general patient 
experience at the service. As data were collected over nearly three years, the sample 
size represents only a small percentage of the total number of patients who received 
care at the service, particularly in the outpatient group. Reasons for this may have 
been either a very low return rate, or that questionnaires were not offered 
systematically to all patients at discharge. The data presented here does not 
represent the views of patients who chose not to return the survey, nor did it sample 
patients who had dropped out of treatment early. The small sample size also meant 
that statistical examination of the data was limited to descriptive analyses.
Clinton et al. (2004) also warn against complacency, but for different reasons. They 
conducted a detailed examination of factors associated with satisfaction in eating 
disordered patients, and concluded that there was considerable diversity. They 
suggested that the minority of patients who do not thrive in a service that is 
generally successful at delivering patient satisfaction may have distinct needs. The 
implication is that services may fail to meet their responsibility to a more complex 
subgroup of patients if they are complacent about a satisfied majority.
One of the aims of the study was to describe patient preferences regarding service 
improvements, and contribute to the planning of future service provision. It is 
necessary to consider these views in the context of other important factors such as
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efficacy, cost-effectiveness and acceptability (Treasure & Schmidt, 1999). However, 
the patient opinions expressed within the survey appear to support existing plans for 
service expansion. Complaints regarding long waiting times, and demands for 
increased staffing strengthen the unit's case for increased funding and resources.
As the service undergoes change and development in the future, it will be interesting 
to undertake subsequent satisfaction surveys to monitor the effect on patient 
experience. This may substantiate the predicted benefits of expansion, and may 
allow any emerging problems to be identified and tackled. For this purpose, the 
existing data collection tool has some advantages. Routine collection of patient 
satisfaction data is recommended as good clinical practice, and facilitates service 
evaluation. The use of pre-existing data is time and cost efficient for the researcher, 
and allows analysis of a greater amount of data than could normally be collected as 
part of a purposive, time-limited project. Consistent use of the same survey 
instrument over time allows direct comparison with previous evaluations. However, 
implementation of a systematic procedure for distributing questionnaires to patients 
at discharge is likely to increase the proportion that complete and return the survey, 
which would lead to a larger sample size and improved validity of future satisfaction 
survey results.
FEEDBACK TO SERVICE
A longer version of this report and more detailed breakdown of results was provided 
for the service. The project was presented at the EDS Academic Meeting on 20^  ^
August 2008, and to the local team on 11^  ^ September 2008 (see presentation
handout in Appendix 3). I also presented it to the PCT commissioners' board on 21^  ^
November 2008, and at the University of Surrey annual Clinical Psychology 
Conference on 12^  ^January 2009.
Service Related Research Project 113 
ACKNOWLEDGEMENTS
I would like to thank my field supervisor and colleagues at the Eating Disorders Unit, 
for allowing the use of their data and improving my understanding of the 
background and context of the survey. Thanks also to my University Research Tutor 
for guidance on the analysis and presentation of results.
REFERENCES
Ayles, C. (1998). Evaluation o f a specialist eating disorders service: day care, 
outpatient treatment and user satisfaction. Unpublished master's thesis. University 
of Reading.
Clinton, D., Bjorck, C., Sohlberg, S., & Norring, C. (2004). Patient satisfaction with 
treatment in eating disorders: cause for complacency or concern? European Eating 
Disorders Review, 12, 240-246.
Collins, K., Morrell, J., Peters, J., Walters, S., Brooker, C. & Brereton, L. (1997). 
Problems associated with patient satisfaction surveys. British Journal o f Community 
Health Nursing, 2, 156-163.
Deeble, E.A. & Bhat, A.V. (1991). Women attending a self-help group for anorexia 
nervosa and bulimia: views on self-help and professional treatment. British Review of 
Bulimia and Anorexia Nervosa, 5, 23-28.
Department of Health. 1999. Modernising Mental Health Services. London: The 
Stationary Office.
Department of Health. 2001. Involving Patients and the Public in Healthcare. London: 
The Stationary Office.
114
Krippendorf, K. (2004). Content analysis: an Introduction to Its methodology. (2"^ ^
Ed.). London: Sage.
Newton, T., Robinson, P. & Hartley, P. (1993). Treatment for eating disorders in the 
United Kingdom. Part II. Experiences of treatment: a survey of members of the 
Eating Disorders Association. Eating Disorders Review, 1 ,10-21.
Newton, T. (2001). Consumer involvement in the appraisal of treatments for people 
with eating disorders: a neglected area of research? European Eating Disorders 
Review, 9, 301-308.
NICE (2004). Eating disorders: core Interventions in the treatment and management 
of anorexia nervosa, bulimia nervosa and related eating disorders. Clinical Guideline 
9. London: NICE.
Pascoe, G. C. (1983). Patient satisfaction in primary healthcare. Evaluation and 
Programme Planning, 6 ,185-210.
Peake, K.J., Limbert, C. & Whitehead, L. (2005). An evaluation of the Oxford adult 
eating disorders service between 1994 and 2002. European Eating Disorders Review, 
13, 427-435.
Rorty, M., Yager, J., & Rossotto, E. (1993). Why and how do women recover from 
bulimia nervosa? The subjective appraisals of 40 women recovered for a year or 
more, international Journal o f Eating Disorders, 14, 249-260.
Rosenvinge, J.H., & Klusmeier, A.K. (2000). Treatment for eating disorders from a 
patient satisfaction perspective: a Norwegian replication of a British study. European 
Eating Disorders Review, 8, 293-300.
Service Related Research Project 115 
Rowbotham, S. & Mead, J. (2006). How might service-user involvement in eating 
disorder services improve the effectiveness of the treatments provided? MIND 
conference. Retrieved 5 May 2008 from www.mind.org.uk/NR/rdonlyres/7919713A- 
4E90-4987-941B-7767C3B7EB40/3958/Userinvolvementineatingdisorders.doc
Seligman, M.E.P. (1995). The effectiveness of psychotherapy. The consumers report 
study. American Psychologist, 50, 965-974.
Swain-Campbell, N.R., Surgenor, L.J. & Snell, D.L (2001). An analysis of consumer 
perspectives following contact with an eating-disorders service. Australian and New 
Zealand Journal o f Psychiatry, 35, 99-103.
Treasure, J. & Schmidt, U. (1999). Beyond effectiveness and efficiency lies quality in 
services for eating disorders. European Eating Disorders Review, 7, 162-178.
Vince, E. & Leung, N. (2006). An exploration of factors influencing level of service 
satisfaction in eating disordered patients. PHiLiCA.COM, Article number 3. Retrieved 
18 April 2008 from www.philica.com/display_article.php? article_id=3
Yager, J., Landsverk, J. & Edelstein, C.K. (1989). Help seeking and satisfaction with 
care in 641 women with eating disorders. I. Patterns of utilization, attributed change 
and perceived efficacy of treatment. Journal o f Nervous and Mental Disease. 177, 
632-637.
116
APPENDICES
Appendix 1: Day patient satisfaction questionnaire................................................117
Appendix 2; Outpatient satisfaction questionnaire.................................................122
Appendix 3: Presentation handout from EDS Academic Meeting..........................124
Appendix 4: Acknowledgement of SRRP feedback to service.................................129
Service Related Research Project 117 
Appendix 1;— Day patient satisfaction guestionnairp
TRusr çmnm)
S iU R W  OF THE DAY FROGRÂMME OF THE EATING DISORDERS SER\TCE
Iiîtroduclïon
m  staff qf the Eating Disorders Service Day Programme are inieresîed to know whai iis clients think o f  the 
service they provide and ofmiyways in which it might be. improved. Completion of this survey is entirely 
voluntary and you do not have to ariwer any questions if  you do not wish to do so. All replies are 
confidential
The (juestkms arC: ahotii various aspects o f the sers’icc. For each aspect yon are asked to make general 
comments and a specific rating.
Part I: Before Attendance
1.1 Referral Procedure
Questi on; What did you think o f the referral procedure?
Probe; Did you feel that your referral to the service was dealt with adequately?
How satisfied were you w ith the referral procedure?
Yers^  Satisfied D Satisfied D Not sure EU Unsatisfied D Veiy unsatisfied EU
1.2 Inform ation
Q. What did you think o f the information provided by the service before you attended?
P. Was it accurate and relevant?
How satisfied were you w ith the w ith the information given to you about your care?
Very Satisfied EU Satisfied EU N ot sure D Unsatisfied D Very unsatisfied EU
1.3 Involvement in procedures
Q. D id you think you were involved enoughwith the process o f coming into the day programme? 
P. Did you have adequate preparation to make a decision about coming into the day programme?
How satisfied were you w ith your involvement w ith choices about coming to the service?
Vew Satisfied EU Satisfied D Not sure D Unsatisfied EU Veiy  ^unsatisfied EU
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Part i :  While in the sen'ice:
2.1 Accessibility/Transport
Q, How did you find getting to the service?
P. Did you have any problems getting to thé service?
How easy was it for you to get to the service?
Very easy O Easy O OK D DifBcuit O Very dificult D
2.2 Support Staff
Q, How did you find the receptionists?
How helpful were the receptionists?
Very helpful D Helpful D OK D Unhelpful D Very unlielpful EU N ot sure EU
2.3 Treatment S taff
2.3.1 Individual Therapy
Q, How did you find the individual therapy?
P. How did you get on with the staff involved in your indmdual therapy?
flo w  helpful was the individual therapy?
Veiy helpful D Helpful D OK D Unhelpful D Very unhelpful EU Not sure D
2 J  .2 MedicalReviews
Q. How did you find the medical reviews?
P. flow  did you get on w ith the staff involved y flth  your medicai reviews?
How helpful were the medical reviews?
Very helpful EU Helpful EU OK EU Unhelpful EU Very-unhelpful EU N ot sure D
2.3 ■ 3 Nutriti onal Reviews
Q. flow  did you find the nutritional reviews?
P. How did you get on w ith the staff involved in your nutritional reviews?
How helpful were the nutritional reviews?
Veiy helpful EU Helpful EU OK EU Unhelpful O  Veiy^unhelpfiil EU Not sure EU
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2J.4Üursmgtêam
Q. How did you find the nursing team?
P. How did you get on'vvWi the nursing team?
How helpful was the nursing team? 
Vewhelpfij! 0  Helpful O OK O  Unhelpful O  Very unlielpful D  Hot sure o
2.4 Group Activities
Q. What did you think o f the groups that you attended? 
P. Were they always run and did they run on time?
>••• .«• » i'i » ♦ • » . • • ».
..... . — ..........
Group attended ---------------- ---------...
How helpful was it? Vérv Helpful
b
Hdpfiil
□
OK
□
Unhelpful
□
Very uhhelnfixl 
□  ■
Not sure 
□
Group attended 
How helpful was it? Ver)' Helpful
□
Helpful
□
OK
□
Unhelpfiil
□
Vcrv unhelpful
'o
Not sure 
□
Group attended ...................... ..........
How helpful was it? Very Helpful 
□
.Helpfiil
□
OK
□
Unhelpful
□
Very unhelpfiil
o
Not sure 
□
Group attended .,...................__ __
How helpful was it? Very Helpful
□
Helpful 
. □
OK
□
Unhelpful
a
Verv unhelpful
o
Not sure 
□
Group attended ........ -......... . . ..........
How helpfiil was it? Very Helpful
□
Helpful
a
OK
□
Unhelpful
□
Very-unhelpful
o
Not sure 
□
Group attended .............................
How helpful was it? V ery Helpful
□
Helpfiil
□
OK
□
Unhelpful
o
Very unhelpful
o
Not sure 
□
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2.5 Other patients
Q. How did you find mixing vfitli the other patients? 
P. Did you find it helpful to mix with other patients?
How helpful was it to share your care with other patients?
Very helpful D Helpful D OK D Unhelpful D Yery? unhelpful CH Not sure D
2.6 LengUi of treatment
Q. Do you think that the length o f your treatment was appropriate?
P. Do you think it would have been better for you to stay longer or for less time?
How satisfied were you with the length o f your treatment?
Very Satisfied n Satisfied D Not sure D Unsatisfied fZl Very'unsatisfied D
2.7 Family involvement
Q. Was your family or partner involved in your treatment at all?
P. How did you find their involvement in your care?
Q. Did your family or partner receive adequate information about your care?
How satisfied were you with the involvement o f your family or partner in your care?
Very-'Satisfied D Satisfied EU Not sure EU Unsatisfied D Very unsatisfiedD
Part 3: Prior to Discharge
3.1 After care plan
Q. Do you Itnow your plan for aftercare?
P, Is there an adequate care plan in place for you after your discharge?
Howr satisfied were you w itli the after care in place prior to  your discharge?
Very Satisfi ed EU Satisfied EU Not sure EU Unsatisfied O Very unsatisfi ed EU
Service Related Research Project 121
fa rt 4: Quality
4.1 General Quality of treatment
What have you found most helpful about coming here?
What hasn’t been helpful?
, ».. .. ,
How satisfied have you been w ith the care that you have Teceiyed?
Very Satisfied n Satisfied O Not sure D Unsatisfied D Very-'unsatisfied D
4.2 Outcomes
Q. Do you think that the eating disorders service has helped you to improve your health?
P. In what way?
How helpful has the eating disorder service been to you?
Veiy belpful D  Helpful O  0 x 0  Unhelpful O  Veryr unhelpful O  Not sure O
4.3 Possible improvements
How do you think the ser\'ice could be improved?
Would you recommend this service to others? Yes D  No D  Not sure EU
4.4 Any other comments
Q. Is there anything else that you would like to say about the service?
Thank you for your involvement
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Appendix 2: Outpatient satisfaction questionnaire
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Appendix 3: Presentation handout from EDS Academic Meeting
Patient Satisfaction 
Survey
Eating D isorders Service  
A cadem ic M eeting  
2 0 “’ A ugust 2 0 0 8
# * #  
# # *  A
•  « 0
a e
This project:
•  An evaluation of patient satisfaction at
•  Day patient survey 
» Outpatient survey
Service Related Research Project as 
requirement of year PsychD Clinical 
Psychology training
Overview of Presentation:
•  Background info: W hy satisfaction surveys?
•  Existing literature on satisfaction in ED  
services
•  Aims and Method- the questionnaire
•  Results:
•  Outpatient and day patient satisfaction
■ Valued experiences and unhelpful aspects
•  Suggested improvements
•  Conclusions and implications
Patient Satisfaction
•  ...is “the healthcare recipients' reaction to the 
salient aspects of the context, process and 
result of their experience' (Pascœ, isss)
•  is influenced by subjective standards, 
expectations and values.
Why study patient satisfaction?
Department of Health agenda {1999.2001) to 
involve service users in research and development 
Patient satisfaction predicts engagement and 
compliance (Collins et al.. 1997)
Service user movements in ED demand more 
Involvement:
"We frefjeve therv deeds to Ae more oser-tivotvtmetit so thêt everycvie con learn 
more about the causes of eafing drsordsrs... hading to a wider range of ktees and 
cfxifoes o f ways o f heiping peop/e. '
(Rowbolham & Meed. MINO conference 2006)
Satisfaction as an outcome 
measure
♦ Most outcome studies examine ‘objective' 
measures of treatment success (BMl, ED
scales, BAI, BDI «.g. see Peake e f a t . 2005)
•  Newton et at. (2001): patient satisfaction is a 
specific outcome of treatment
» Satisfaction surveys may supplement efficacy 
studies and improve the quality of health care 
services
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A neglected area of research?
•  Quantitative studies have used survey methods to 
compare perceived efficacy of different treatments
(e.g. Yeger ef e l. 1989: Newlor et a/. 1993)
•  Newton et al (1993), Rosenvinge & Klusmeier (2000):
•  Outpatient individual and group psychotherapy 
received highest satisfaction ratings
• Therapists experienced as 'competent on eating 
disorders’ (i.e. specialists) generated higher 
satisfaction ratings
•  Or experiences within specific treatments -  what aspects 
enhance satisfaction?
(e.g. Oeeble & Bhat. 1991. Rorty elaf. 1993)
Qualitative findings
•  Satisfaction with ED treatments 
influenced by:
•  Prior expectations
•  Other patients
•  Treatment environment (vince & Leung. 2006)
•  Relationships with staff
•  Quality of 'therapeutic alliance’
(Swain-Campbell eta l, 2001)
Aims
•  To examine patient perceptions of care 
delivered at the unit, current strengths and 
areas for improvement.
•  Specifically:
•  1) to describe patient satisfaction with different 
aspects of treatment
•  2) to identify valued aspects of the service
•  3) to identify suggested improvements to the 
service
Method
•  Participants
25 patients who had returned s u rv is  between 
September 2005 and June 2008 (17 day patients, 8 
outpatients)
• Instrument
Self-report questionnaire rating satisfaction with 
different aspects of treatment/service
•  Procedure
Pre-existing data routinely collected at discharge
Outpatient questionnaire
•  15-item self-report questionnaire
•  Sections:
•  1) First Impressions
•  2) The Initial Assessment
•  3) Treatment
•  4) Quality
•  5) Additional comments
•  5-point rating scales and open-ended 
comments
Outpatient questionnaire
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Outpatient questionnaire
Results “
O u t p a t ie n t  ~  
s a t is f a c t io n  "■
Outpatient satisfaction
Firetlmpre9sk)n& initial AaiB«sm«nt Tfeatmcnl Quality
Outpatient satisfaction:
summary
•  Waiting time was the commonest 
complaint
•  Positive satisfaction with all outpatient 
treatments: individual therapy, dietetics, 
guided self-help group and other groups 
all rated as ‘helpful’ or ‘very helpful'.
•  Overall high level of satisfaction
Day patient questionnaire
18-item self-report questionnaire 
Sections;
•  1) B efo re  a tte n d a n c e
•  2 ) W tiils t in th e  se rv ice
•  3 ) P rio r to  d is ch arge
•  4 ) O v e ra ll Q u a lity
5-point rating scales (‘satisfaction' or 'tielpfulness') 
and open-ended comments 
Structural aspects e.g. accessibility, referral 
process, information
Human aspects e.g. reception, characteristics of 
helpful treatment
Results
D a y  p a t ie n t  S . ™  
s a t is f a c t io n  r**  """
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‘Satisfaction’ ratings
i r
‘Helpfulness’ ratings
Highest satisfaction; Most helpful:
•  involvement in decision to enter day treatment •  Individual therapy
programme •  Nursing input
•  Family involvement
Lower satisfaction: *  Less helpful:
•  Accessibility •  Medical/MDT reviews
•  Aftercare
•  Overall helpfulness o f service:
» Overall Quality- 70.6%  ‘very satisfied’
» 94.1% 'helpful' or "very helpful'
Group Activities Valued aspects of patient experience
•  F rie n d iy a n d  w elcom ing reception
•  Structure and  routine
•  Em otionai support an d  encouragem ent from  sta ff (esp. nursing)
•  Em otionai support an d  encouragem ent from  other patients
•  Practicat support with ea ting  and  com m unai meWs 
« C onsistency and personat relationships w ith  staff
•  tndividuai th era py - in s ig h t into se lf an d  ea ting  d isorder
•  Inform ation and  education -a b o u t food, nutrition and  health
Unheipful aspects of treatment
•  Lack of support iK tw een  referral/assessment and start of treatment 
» Unit closures due to staff sickness
■ U se of temporary nursing staff 
« Dischargefaftercare plans missing or trtadequate 
« D ay care phase out too short
♦ Lack of community work as part of day programme
•  S om e staff perceived as judgemental or lacking understanding
*  Stome patients perceived as negative or competitive
Suggested improvements
increased staffing
•  Use of permanent staff
•  Decrease closures due to sickness
•  Decrease waiting times
More support during transition periods
•  More community-based work in day programme
•  Community follow-ups
•  Drop-in peer support group following discharge
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Conclusions
•  Majority of respondents had a very positive 
experience of ED service
•  Human factors valued:
■ friendly reception
• support from staff and ottier patients
•  ttierapeutic alliance
•  Encouraging results for service!
Limitations
•  Method:
•  Acquiescence bias
•  Not anonymous
•  Small sample size
•  Representative?
•  Small percentage of total patients seen 
(particularly outpatient)
•  P ro b le m  w itti re s p o n s e  ra te  o r  system  o f  distribution?
•  Diversity of population see cimton eta/. (2004)
Implications
Service is valued by patients
As an outcome measure, saUsfaction levels indicate
good service performance
Patient opinions support service expansion:
•  C om pla ints  a tx ju t w a iting  tim es
*  D em a n d  for in c reased  staffing
Satisfaction may factor alongside efficacy, cost- 
effectiveness and acceptability of treatments in 
decision-making regarding service development
Future directions
Routine re-audit with these survey tools will 
allow evaluation o f service performance over 
time
Systematic procedure for administering
satisfaction survey at discharge would
Increase response rate
Potential to do more analyses with larger
sample
•  e.g. Which factors predict overall satisfaction? 
Comparison of groups or specific treatments.
Questions? References
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Appendix 4: Acknowledgement of SRRP feedback to service.
From:
Senk 03 December 2008 09:32
7b: Loverseed A Miss (PG/R - Psychology)
Subject: RE: pabent satisfaction survey presentation
Thank you very much br your help hem In our unit end (dr kindly volunteering to do the presentation of the patient 
satisbction survey with the PCTs. You have been very helpful. All the best for your new placement.
If you needed references in the future ;Wease do not hesitate to mention my name and I will provide you with any.
D f|
ConsukaatPsyrjuatnsl) 
EatiagDisordcia Service
from: A.Loverseed@surrey.oc.uk [mallto:A.Lov0 rseed@surrBy.o&uk] 
09:19
Subject: patient aitlsfnctlon srrvey presentation 
Oear^^^H
Good to see you at the PCI meeting the other week. Unfortunately i can't make it to the Christmas lunch today as frn on 
placement and now in Worthingl
Best wishes to you and the team,
Annie
Annie Loverseed 
Damea CWcaf PaycAofogfsf
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Qualitative Research Project
What influence do people think their birth order has had on 
them? Towards a grounded theory.
Year One 
June 2008
Abstract
Aims: This study explored people's perceptions of the influence of birth order on 
their lives.
Background: Birth order in families has received a great deal of research attention, 
yet currently there does not appear to be any theoretical framework to explain 
birth order from a social constructionist perspective.
Method: A grounded theory approach was used to explore the influence people 
think birth order has had on them.
Data collection and analysis: Data was collected from tape-recorded, semi­
structured interviews with four participants, which included one round of 
theoretical sampling. Data analysis and analysis occurred concurrently.
Results/Analysis: The findings identified a main category of 'roles and functions in 
families', which was further characterised by three key components: what the roles 
are; change in roles over time, and factors that mediate the process of roles and 
functions within families.
Conclusion: This study suggests that people's experience of their birth order can be 
explained by an emerging theory of 'roles and functions in families'.
Relevance to clinical practice: It may be helpful for therapists to be aware of the 
perceived importance of birth order and explore people's perceptions and 
experiences during therapeutic work in order to enhance meaning-making.
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Major Research Project
Self-ombivalence, perception of threat from emotions and 
mentalisation in obsessive-compulsive disorder.
Research supervisors:
Dr Laura Simonds and Dr Susan Howard
Year Three 
July 2010
Word count: 19,538 
(Main body of text only, excluding numbers in tables = 1,364)
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ABSTRACT
OBJECTIVE: To investigate possible vulnerability factors for OCD; self-ambivalence, 
perceptions of threat from emotions, mentalisation, and their relationships to 
obsessive-compulsive symptoms. DESIGN: The study employed a correlational, 
survey method and cross-sectional design using an OCD group, a mixed anxiety 
group and a control group. PARTICIPANTS: A total of 113 participants were 
recruited. 89 responded to online advertisements through UK OCD and Anxiety 
charities. 24 control participants were recruited from non-academic university staff. 
Participants self-allocated to group, verified by diagnostic interview in a sub-sample 
of 69 (analysed separately). MEASURES: The Padua Inventory (Burns, 1996) and the 
Hospital Anxiety and Depression Scale (Zigmond & Snaith, 1983) were used as 
symptom measures for obsessionality and negative mood states. The Self- 
Ambivalence Measure (SAM; Bhar & Kyrios, 2007), the Perception of Threat from 
Emotions Questionnaire (PTEQ; McCubbin & Sampson, 2006) and the Reading the 
Mind in the Eyes Test-Revised Version (Baron-Cohen et ol., 2001) were used to 
measure the respective factors of interest. STATISTICAL ANALYSES: Correlations 
and regression analyses were used to assess relationships between the variables 
and OC symptoms. Multiple one-way ANOVAs were used to compare groups. 
FINDINGS: The SAM and PTEQ were positively associated with OC symptoms, after 
controlling for anxiety and depression. The OCD group scored significantly higher on 
the SAM than the Anxiety control group, but both were similarly elevated on the 
PTEQ. 'Perceived threat' from anxiety was the most important predictor. The PTEQ 
did not mediate the relationship between the SAM and OC symptoms. There was no 
association between scores on the Eyes test and obsessionality. CONCLUSIONS: 
Self-ambivalence and perception of threat from emotions appear to be important 
factors in understanding OCD. Theoretical and clinical implications are discussed. 
The Eyes test may have been an inappropriate measure of mentalisation. 
Suggestions for further research are made.
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INTRODUCTION
Overview and project aims
The project aims to contribute to theoretical understandings of obsessive- 
compulsive disorder (OCD) by investigating a number of factors, which relate to 
existing cognitive and psychodynamic models of the disorder and possible areas of 
convergence. The concepts under consideration are: self-ambivalence, appraisals of 
emotional states, and mentalisation. Some of the concepts have existing research 
evidence to support a relationship with obsessive-compulsive (OC) symptoms, 
however in all cases this is preliminary or, for mentalisation, entirely speculative.
Existing research on the relationship between the variables of interest and OCD is 
lacking in validation on clinical populations, and lacking clarity as to whether the 
concepts are specific to the aetiology or mechanism of OCD, as opposed to being 
common to anxiety disorders more generally. Established cognitive theories of OCD 
highlight a number of cognitive biases that are important in the disorder; however it 
is not proven whether these are causes or consequences of OC symptoms and most 
factors do not differentiate the mechanism of OCD uniquely. There is as yet no well- 
supported theory of the origins of OCD, and more research into vulnerability factors 
is needed. For these reasons, this study investigates factors which represent 
possible vulnerabilities for OCD, within a clinical population (self-defined and 
meeting diagnostic criteria according to the Diagnostic and Statistical Manual of 
Mental Disorders, Fourth Edition [DSM-IV; APA, 1994]). Its principal aims are: 1) to 
explore the relationships between each of the three main variables and OC 
symptoms. 2) To compare responses from people with OCD, other anxiety 
disorders, and non-clinical controls, in order to differentiate the role of each factor 
in the different presentations. 3) To investigate interactions between the three 
variables of interest and explore possible mediating relationships.
The introduction section provides an overview of the concepts of self-ambivalence, 
appraisals of emotional states and mentalisation, in terms of how they are
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conceptualised, their theoretical origins, and existing literature relevant to their 
application in OCD. An account of OCD phenomenology and a brief history of 
cognitive and psychodynamic theories to date are also presented for theoretical 
context. Finally, a summary of ideas and possible theoretical links between the 
variables are discussed and the project's research questions and hypotheses stated 
in further detail.
1. Phenomenologv of OCD
OCD is a psychiatric diagnosis that is characterised by the presence of persistent 
obsessions and/or compulsions, as defined by the criteria shown in Table 1. The 
nature and presentation of symptoms can differ widely, hence OCD is considered a 
heterogeneous disorder and many approaches have been made to distinguish 
different subtypes (McKay et al. 2004). Categorisation usually focuses on symptom 
presentation, and common types of compulsion are; washing/cleaning, checking, 
hoarding, mental rituals and obsessional slowness. The content of obsessions are 
commonly concerned with contamination, illness, harming others, morality, doubt, 
exactness, symmetry, and aggressive or sexual thoughts, images or impulses 
(Abramowitz, McKay & Taylor, 2005; DeSilva & Rachman, 2004; McKay et a!., 2004).
OCD rituals may take up many hours each day and cause significant disruption to 
the individual's daily routine and employment activities, as well as having a marked 
impact on personal and family relationships. This is frequently a source of great 
frustration for the sufferer and family alike, and hence both obsessions and 
compulsions are considered ego-dystonic due to their distressing and unwanted 
nature. Depression is particularly common in people with OCD and estimates 
suggest that this occurs in around 40% of sufferers. Other significant co-morbidity is 
noted with generalized anxiety disorder (31%), agoraphobia or panic disorder 
(21%), social phobia (17%), simple phobia (15%), eating disorders and substance use 
(Torres et a!., 2006).
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Table 1. Summary of criteria widely used for the diagnosis of OCD (based on DSM- 
IV: APA, 1994)
1. The person must have either obsessions or compulsions or both.
a. Obsessions are recurrent and persistent thoughts, images or impulses that 
intrude into consciousness and cause marked anxiety or distress. They form 
against the person's will, and attempts are usually made to ignore or suppress 
them or neutralise them by some other thought or action. The person recognises 
that they are his/her own thoughts.
b. Compulsions are repetitive, purposeful forms of behaviour (e.g. hand-washing, 
ordering, checking) or mental acts (e.g. praying, counting) that the person feels 
driven to perform in response to an obsession or according to rigid rules. The 
goal is to prevent or reduce anxiety and distress, or to prevent a dreaded event 
or consequence. However, the activity is not connected in a realistic way with 
what it aims to prevent, or it is clearly excessive.
2. The person recognises that the obsessions or compulsions are excessive or 
unreasonable.
3. The obsessions and/or compulsions cause marked distress, are time consuming, or 
interfere with the person's life and normal activities.
4. If another disorder is present, the content of the obsessions/compulsions is not 
restricted to that disorder (e.g. preoccupation with food in the presence of an eating 
disorder).
5. The disturbance is not due to the direct effects of drugs, alcohol or a general medical 
condition.
Epidemiological studies estimate that the lifetime prevalence for OCD is between 
one and three percent of the general population (Samuels & Nestadt, 1997; Torres 
et al., 2006). The age of onset is typically in adolescence or early adulthood, and 
tends to occur earlier for males (DeSilva & Rachman, 2004). However, some authors 
have argued that there is a bimodal peak incidence, with onset in childhood leading 
to "juvenile" OCD as a distinct clinical entity (Geller et al. 1998).
Psychological treatments currently recommended for OCD consist of behavioural 
exposure and response prevention (ERR), group or individual cognitive-behavioural 
therapy (CBT), and possible combination with serotonin-specific re uptake inhibitor 
(SSRI) medication (NICE, 2005). However, OCD can be a persistent and recurring
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disorder, as reflected in the NICE guidelines which refer to its management in terms 
of a 'remitting-relapsing' model. Whilst ERP and CBT are established as efficacious 
treatments for OCD (e.g. see Abramowitz, 1997, 1998; Eddy et al., 2004 for meta- 
analytic reviews), many 'treated' patients remain symptomatic and significant drop­
out rates have been reported (approximately 30%; Clark, 2004). There is an ongoing 
need to develop understanding of OCD to advance current treatment options and 
discover alternative possible approaches.
2. Cognitive theories of OCD 
Cognitive appraisal theories
Cognitive appraisal theories dominate cognitive-behavioural theory, research and 
practice in OCD (Clark, 2004). They emphasise the role of intrusions (unwanted 
negative thoughts, images or impulses) but place central importance on how 
meaningful or significant the individual judges those intrusions to be. Irrational or 
bizarre involuntary thoughts are proposed to be normal; studies estimate that 
around 90% of the general population admit to experiencing intrusions similar to 
those which characterise obsessions in OCD (Rachman & de Silva, 1978; Salkovskis 
& Harrison, 1984; Rassin & Muris, 2006). However, whilst such thoughts occur 
occasionally and can be dismissed or minimised by most people, for individuals with 
OCD the thoughts occur with much greater frequency and intensity, escalate into 
obsessions and cause significant distress. The role of compulsions is to reduce the 
distress associated with obsessions, and prevent the feared consequences from 
occurring. Cognitive literature terms this 'neutralization' or 'safety behaviour', 
which is an attempt to 'put-right' or cancel out the content of the obsession 
(Rachman & Shafran, 1998). As described in early behaviour theories of OCD, 
compulsions are a form of 'avoidance learning' (Teasdale, 1974) maintained by 
negative reinforcement, as they result in a reduction of anxiety.
Cognitive appraisal theories propose that the reason people with OCD find 
intrusions disturbing is because they interpret the meaning of the intrusions
Major Research Project -  Introduction 143
negatively; they make appraisals that the intrusions reveal something bad about 
themselves, the world or others. For example, negative appraisals are often 
characterised by an inflated sense of responsibility, fear of causing harm to befall 
others, or the catastrophic consequences of certain thoughts coming true. A 
diagrammatic summary of cognitive appraisal theories is shown in Figure 1.
4^  anxiety 
T  Perceived control
Triggering stimulus
Unwanted mental 
Intrusion
TSallence/
Frequency
Neutralization and 
compulsions
Faulty appraisals and 
beliefs
Figure 1. A basic outline of co^Mve appraisal theories (based on dark, 2004, p.90)
Cognitive belief-domains
The Obsessive Compulsive Cognitions Working Group (OCCWG, 1997) proposed 
that a number of underlying belief-domains (enduring assumptions and attitudes 
that are applied across situations) influence the appraisals that people make. The 
six belief-domains or cognitive schema that they identified as important in OCD are 
shown in Table 2. Many of these cognitive belief-domains or biases are found in 
other forms of anxiety disorder as well as OCD. Research so far has identified that 
'inflated responsibility' is the only factor that differentiates OCD uniquely (e.g. 
Salkovskis, 1992).
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Table 2. Cognitive belief-domains thought to be important in OCD (OCCWG, 1997)
• Inflated responsibility
• Thought-action fusion and other concerns relating to the over-importance 
of thoughts
• Excessive concern about controlling one's thoughts
• Over-estimation of threat
• Intolerance of uncertainty
• Perfectionism
The role of inflated responsibility
Salkovskis's cognitive model (1985) regarding the role of inflated responsibility 
suggests that appraisals in which the person feels responsible for the intrusion and 
its perceived dangerous consequences lead to OC symptoms. Beliefs that are said 
to contribute to an excessive sense of personal responsibility include: a) that being 
in any way involved with a harmful event is the same as having full responsibility for 
it, and b) that errors of omission are as bad as errors of commission, especially if 
one could foresee the likelihood of harm. Measures of responsibility beliefs have 
been developed, which discriminate people with OCD from other anxiety disorders 
(e.g. Responsibility Attitude Scale, Responsibility Interpretations Questionnaire; 
Salkvoskis et al., 2000). However, this does not provide evidence of a causal role or 
that responsibility appraisals are primary (Jakes, 2006).
Salkovskis and colleagues speculate that certain early experiences predispose 
people to develop inflated responsibility beliefs. These may include "an early 
developed and broad sense of responsibility for averting threat that is deliberately 
or implicitly encouraged and promoted during childhood by significant figures" 
(Salkovskis et al. 1999, p. 1060), and sensitivity to ideas of responsibility due to 
having been excessively shielded from it by caregivers either through 
overindulgence or implied incompetence. However, the authors conclude that 
responsibility beliefs better account for the maintenance of OCD than provide a 
general theory of aetiology.
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Thought-action fusion and the over-importance of thoughts
The belief-domain concerning the over-importance of thoughts is relevant to later 
discussion of self-concept and self-ambivalence in OCD. It is defined as "the belief 
that the mere presence of a thought indicates that it is important" (OCCWG, 1997, 
p. 678), and is exemplified by thoughts such as "my intrusive thoughts reflect my 
true nature" or "having violent thoughts means I will lose control and become 
violent". Rachman's concept of 'Thought-Action Fusion' (TAF; Rachman, 1997; 1998) 
describes the belief that having a thought about a negative event increases the 
chance of the catastrophe occurring ('likelihood TAF') and the belief that having a 
certain thought is morally equal to having performed the same action ('moral TAF').
In summary, cognitive theories emphasise a range of underlying belief-domains and 
negative appraisal patterns, which are associated with the distress and compulsive 
neutralisation behaviours that characterise OCD. They are based on the assumption 
that obsessive thoughts are imbued with exaggerated importance or power to 
cause harm. If these theories are correct, the question remains; What leads people 
to make negative appraisals and why are the obsessions so powerful? Are there 
underlying factors which make certain individuals susceptible to negative appraisal 
patterns? The next section discusses the relationship between obsessions and self- 
concept, and the relevance of self-ambivalence as a possible vulnerability factor.
3. Self-concept and self-ambivalence
Recent research has begun to explore the relevance of self-concept in OCD, in terms 
of the relationship between intrusions and the individual's sense of self. It is 
proposed that intrusions develop into ruminative obsessions when they are 
interpreted as revealing hidden elements of the individual's character: that they are 
evil, dangerous or potentially uncontrollable.
Several studies have described a pattern whereby individuals with OCD hold certain 
valued or favoured self-perceptions, and experience distress when confronted with
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an alternative view of self that is discrepant. For example, Doron and Kyrios (2005) 
demonstrated greater OC phenomenology in individuals who valued certain 
'sensitive' domains of self-concept (morality, job competence and social 
acceptability) but felt incompetent in those areas. Rowa and Purdon (2003) 
theorised that distress about unwanted thoughts occurs when those intrusions 
contradict valued self-perceptions. Ferrier and Brewin (2005) suggest that distress 
in OCD is caused by intrusions which reveal a 'feared' self that is dangerous, 
immoral or bad.
Research about self-concept in OCD centres around the idea that multiple 'selves' 
or aspects of the self are present, and that intrusions may have a role in highlighting 
the discrepancy between contradictory aspects, whether real or imagined (feared). 
Distress then arises from lack of integration of the contradictory 'selves', and fear 
due to the uncertainty about whether positive or negative aspects will prevail.
Self-ambivalence
The concept of self-ambivalence refers to a state of uncertainty and discomfort 
arising from the existence of conflicting beliefs about the self (Bhar, 2004; Bhar & 
Kyrios, 2007). It has been theorised that individuals with OCD are ambivalent about 
whether they are intrinsically worthwhile, moral and loveable, and that they 
perceive negative intrusions as evidence of their internal feelings (Guidano & Liotti, 
1983).
According to Guidano and Liotti, self-ambivalence arises from the unsolvable 
dilemma of perfectionism versus reality. They observed that "the problem-solving 
mechanism in these [OCD] patients shows rules based on the belief that perfection 
and certainty are possible in the relationship between human beings and reality" 
(p.255). Perfectionism creates an impossible situation, since the person cannot 
attain the perfect/moral/irreprehensible performance that they expect of 
themselves, but neither can they tolerate anything less. The authors suggest that 
this explains doubting, postponing, over-concern for detail, and uncertainty in
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making decisions. They construe rituals as 'false solutions', which do not resolve the 
dilemma but reduce anxiety in the face of it. When emotional value is attached to 
performance in a specific field (e.g. moral conduct or career attainment) then 
failure to achieve perfection and certainty has negative implications for the person's 
sense of self, and highlights the contrast between the strived-for ideal and the 
perceived reality.
A tendency for dichotomous thinking about the self is supported by Makhlouf- 
Norris and colleagues' work (1970; 1972) on self-concept in people with OCD. They 
demonstrated that the 'conceptual structure' of people with OCD is 'non-articulate'; 
meaning that clusters of concepts are not linked together by integrative constructs. 
They describe an "ideal self" and "actual self', which are construed as polar 
opposites. Ferrier and Brewin's (2005) contrast between the "feared self" and "ideal 
self" develops a similar idea, drawing on Higgins' self-discrepancy theory (Higgins, 
1987). In essence, a sense of self which oscillates between two extreme and 
opposite possibilities describes a state of self-ambivalence (Figure 2).
Feared self Ideal self
Dangerous <------------------------------------------► Perfect
Immoral Moral
Bad Certain
Figure 2. Self-ambivalence
Self-ambivalence may develop as a result of attachment insecurity, when the 
behaviour of parents is ambiguous (Guidano & Liotti, 1983). If ordinary love and 
affection for the child is underscored by simultaneous hostility, then conflicting 
interpretations are possible (e.g. "I am lovable/l am unlovable"), which may be 
incorporated into a confused and ambivalent sense of self.
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A measure of self-ambivalence based on Guidano and Liotti's concept was 
developed by Bhar and Kyrios (2007). Administered to a clinical population, the 
measure demonstrated that self-ambivalence was significantly associated with OC 
symptoms, and it distinguished a group of people with OCD from normal controls. 
However, when the OCD group were compared with a control group of mixed 
anxiety disorders, no differences in self-ambivalence were found. These findings 
suggest that self-ambivalence is pertinent to the understanding of OCD, but may 
not be uniquely evident in this disorder and may rather constitute a vulnerability 
factor for anxiety disorders more generally. However, in Bhar and Kyrios's study the 
anxiety control group scored highly on a measure of obsessionality, and were more 
similar to the OCD group than the community controls in this respect. No further 
research has yet been carried out to consolidate these findings, and the relationship 
between self-ambivalence, obsessionality and other anxiety symptoms is not well 
established. Therefore one of the aims of this project is to replicate the comparison 
between OCD, other anxiety and non-clinical groups using Bhar and Kyrios's (2007) 
self-ambivalence measure. It is also of interest whether another variable in this 
study (perception of threat from emotions) might mediate the relationship between 
self-ambivalence and OC symptoms. Reasons for theorising this link are discussed in 
Section 5.
Recent theorising about self-ambivalence in OCD has generally constructed the idea 
as a meta-vulnerability factor within the cognitive model. Individuals with high self­
ambivalence are seen as more likely to be distressed by intrusions because they 
contradict "ideal-self" beliefs and thereby trigger uncertainty. Compulsive 
behaviour functions to neutralise the risk of enacting the "feared self" and restores 
a positive self-concept.
However, there are other ways of theorising about ambivalence. Psychodynamic 
theories have historically emphasised its role in OCD, and recent writers have 
pointed out the growing convergence between the approaches in this respect
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(Kempke & Luyten, 2007). Psychodynamic contributions to the understanding of 
OCD are presented in the next section.
4. Psvchodvnamic theories
As with cognitive approaches, there is more than one psychodynamic theory of 
OCD. However, common emphases on unconscious processes, object relations and 
attachment theory offer an alternative framework for consideration the disorder. A 
brief summary of traditional and modern psychodynamic theories of OCD is 
presented in this section, and linked to the current factors under investigation.
Traditional psychodynamic theories of OCD
The "obsessional neurosis" was of central interest to early psychoanalysts, and 
Freud's case of the "Rat Man'" (Freud, 1909) presents the classic psychoanalytic 
formulation. As with other neurotic disorders, the condition was thought to occur 
as a result of unconscious conflict in which the person struggles with unacceptable 
feelings or impulses. Freud's psychosexual model of human development frames 
these as "anal-sadistic" traits: characterised by anger, aggression and the need for 
control over others. The core dynamic therefore ascribed is the conflict between 
love and hate (Freud, 1909). Unconscious feelings of anger and hostility towards the 
significant object (parent/caregiver) conflict with conscious feelings of ordinary love 
and affection. This was said to explain the fundamental ambivalence underlying the 
neurosis; accounting for typical features of doubt, uncertainty, postponing and 
indecisiveness. Obsessions and compulsions were understood as a "compromise 
formation", or manifestation of both the unconscious aggressive impulses and the 
defences employed to subdue them. Obsessions typically focus on a fear of harm 
occurring to others, which is seen to represent the person's fear of their own 
destructive potential and are commonly accompanied by guilt, self-reproach and 
anxiety. The function of defences is to control aggressive impulses and avoid their 
violent enactment in reality. Secondly, defences attempt to keep hostile feelings out
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of conscious awareness, where they would be viewed as unacceptable and 
incongruous with the person's conscious intentions.
Isolation, intellectualisation, reaction formation and undoing are types of defences 
associated with the obsessional neurosis. The first two describe the disconnection 
of feelings and thoughts, whereby thoughts are privileged and isolated from the 
emotions that might normally be attached, which accounts for repressed impulses 
manifesting as obsessions. Compulsions are accounted for as a form of 'undoing' or 
directly cancelling out threatening thoughts. Reaction formation describes their 
conversion into the opposite behaviour. For example, Fenichel notes ambiguities 
such as "aggression and submissiveness, cruelty and gentleness, dirtiness and 
cleanliness, order and disorder" seen in the obsessional neurosis (Fenichel, 1945, 
p.273), which are explained as outbreaks of unacceptable impulses and consequent 
reaction formations. Perfectionism, conscientiousness and the emphasis on moral 
conduct that are typical traits in people with OCD may also be viewed as such.
Freud's (1923) structural model of the self makes sense of these dynamics in terms 
of conflict between the id and superego, with observed OC symptoms resulting 
from the ego's attempt to reconcile the two. His descriptions of the 'severe' and 
'unkind' superego in the obsessional neurosis (Freud, 1924) may account for 
extreme responses to unconscious anger and hostile feelings, since these are 
particularly unacceptable to an excessively punitive, moral self.
Other psychodynamic authors have criticised Freud's ideas, particularly noting the 
absence of evidence for his psychosexual stages of development. Alternative 
psychodynamic viewpoints on OCD do not rely on the same controversial 
assumptions. Adler (1964) suggested that the core feature in OCD is a lack of 
control over others, leading to a sense of failure and insecurity. Compulsive 
behaviour was understood then as an unconscious attempt to compensate by 
achieving mastery over a situation and restoring a sense of control. Malan (1979) 
emphasised the importance of unexpressed anger as a driving force in OC
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symptoms, but stated that these could be a defence against aggressive feelings or 
any kind of disturbing conflict. Ferenczi (1913) drew attention to the importance of 
'magical thinking', which he understood as a return to childhood patterns of 
thought, and an 'omnipotence of thought' which revealed regression to an earlier 
stage in the concept of reality. The latter two authors' points are relevant to later 
discussions about the role of emotions and mentalisation respectively.
Modern psychodynamic theories of OCD
The importance of developmental processes in understanding adult psychology 
remains at the heart of modern psychodynamic theories, but emphases have 
moved towards recognising interpersonal influences on those processes, as seen in 
object relations and attachment theory approaches.
Fairbairn proposed that the primal need in human existence is the need for 
attachment to the object (caregiver) and maintenance of that attachment at 
whatever cost, since the infant's survival depends upon it (Beattie, 2003). He 
suggested that the young infant may defend itself against frightening or traumatic 
interactions with caregivers by "taking their badness on himself", although this may 
result in an adult who is "afraid of the destructive power of his needs and of his 
love" (Beattie, 2003; p .ll73 ). This relates to Melanie Klein's concepts of 'splitting' 
and 'part objects' (e.g. see Lemma, 2003), which explain how positive and negative 
experiences are dealt with by the young infant. The corresponding "paranoid- 
schizoid" position is characterised by extreme lability in mental representations: 
good rapidly changing to bad. These concepts offer a useful framework for 
considering how ambivalence (or self-ambivalence) may arise or be experienced in 
early life.
Some recent psychodynamic authors have specifically theorised about the influence 
of social environment and attachment on the developmental processes contributing 
to OCD (e.g. O'Connor, 2008). Brandchaft's (2001) 'developmental systems 
perspective' discusses the role of cumulative developmental trauma on the child's
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sense of self and obsessive compulsive patterns of coping. Rather than instinctive 
aggression, Brandchaft agrees with Fairbairn that it is the child's "compelling need 
for safety and protection" (p.261) that is its organising factor. He describes a 
process of "pathological accommodation" whereby the child adapts to the parent's 
needs "in order to maintain the needed tie at whatever cost to authentic self 
experience" (p.261). Similarly, Meares (2001) suggests that OCD can originate in 
parental overprotection and lack of attunement to the child's reality, which 
impedes the establishment of a "mature conception of the boundary between inner 
and outer worlds" (p.289), leading to the persistence of magical thinking.
Convergence between psychodynamic and cognitive theories
Psychodynamic theories offer a variety of ideas about how unconscious processes 
relate to OC symptoms, but they also demonstrate considerable overlap with 
cognitive theories in terms of recognising key characteristics. Perfectionism, 
responsibility, a strong need for control and an over-emphasis on thoughts are seen 
as important in both approaches. But above all, there is convergence regarding the 
role of ambivalence (Kempke & Luyten, 2007). As these authors point out, both 
psychodynamic and cognitive-behavioural approaches suggest that "the experience 
of an inner conflict between contradictory selves lies at the core of OCD" (p. 300). 
Whether this is framed in terms of the contradiction between 'ideal' and 'feared' 
self-concepts, the unconscious conflict between an aggressive id and a harsh 
superego, or between internal 'good objects' and 'bad objects', it links OC 
symptoms to difficulty integrating contradictory aspects of the self. Anna Freud's 
summary of psychoanalytic thinking about OCD in 1966 concluded that " it is the 
failure of fusion and synthesis above all which determines the occurrence of an 
obsessional neurosis" (Freud, A. 1966, p.117). The notion of ambivalence, and self­
ambivalence as earlier described, may therefore contribute to theoretical 
understandings of OCD from psychodynamic as well as cognitive backgrounds, and 
may perhaps provide the link towards a more integrated model of OCD.
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Secondly, traditional psychodynamic theories propose unexpressed anger as a 
contributing factor in OC phenomenology, but this has received little research 
attention. It has been observed that emotional experience in general tends to be 
neglected by people with OCD, who take refuge in a world of intellectual concepts 
and thoughts since emotions may be threatening. Some argue that the role of 
emotions have similarly been neglected in dominant theories of OCD (O'Kearney, 
2001). Psychodynamic theories associate obsessionality with unconscious threat 
from emotions; specifically anger and anxiety. Perceptions of threat from emotion 
or appraisals of emotions may be the conscious cognitive phenomena 
accompanying subjective affective experience. These are the focus of one of the 
main variables in this study and are discussed in the next section.
A final point on psychodynamic theories of OCD is to point out that modern object 
relations and attachment theory provide the bases out of which the concept of 
mentalisation has developed. This construct and its potential relevance in 
understanding OCD is the focus of Section 6.
5. Perception of threat from emotions
An important assertion within psychodynamic theories of OCD is that the symptoms 
are driven by feelings or emotions that are perceived as dangerous or unacceptable, 
rather than the emphasis on thoughts that is central to cognitive models. Rather, 
the intrusive thoughts and obsessions are seen as secondary to underlying 
emotional states. Both approaches agree that compulsions function to reduce 
anxiety or distress arising from obsessions at an immediate level, and OCD is 
commonly construed as an anxiety disorder. However, as discussed, psychodynamic 
approaches would argue that anger and hostility are more important emotions. In 
general, there has been little attention paid to the experience of affective states in 
OCD, and the majority of research has had a cognitive focus on thoughts, beliefs 
and attitudes, such as responsibility and thought-action fusion. Studies infrequently 
investigate the relationship between phenomena that are construed as 'anxiety' 
symptoms (such as obsessions and compulsions) and other emotions.
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McCubbin and Sampson (2006) approached this question in one such study, which 
investigated the relationship between OC symptoms and appraisals of emotional 
states. They sought to explore the extent to which people may perceive a range of 
internal emotional states as dangerous or to be avoided, including anger and 
anxiety. They designed a new measure (the Perception of Threat from Emotion 
Questionnaire; PTEQ) to assess beliefs about emotions, and looked at the 
relationship between those perceptions and a measure of obsessionality in a non- 
clinical sample of university students. They found that responses to the PTEQ 
significantly predicted obsessionality, even when anxiety and depression were 
controlled for. Moreover, perception of threat from emotions was a stronger 
predictor of obsessionality than measures of dominant cognitive concepts; 
responsibility and TAP. Of the seven different emotions assessed by the PTEQ, 
beliefs about anger emerged as the strongest predictor of obsessionality, rather 
than anxiety.
McCubbin and Sampson's findings support the psychodynamic idea that OC 
symptomatology may arise due to intolerance of an internal emotional state as 
opposed to the cognitive emphasis on appraisals of thoughts. It suggested that 
individuals' perceptions of their own emotional experiences may be a more 
significant factor in predicting obsessionality than some well established cognitive 
mechanisms. It also supports the notion of a relationship between anger and OC 
symptoms, and specifically the perception that anger is perceived as threatening 
and must be avoided or controlled. Studies examining the relationship between OC 
symptoms and expression of anger found that people with OCD experienced more 
anger than controls, were more likely to suppress anger inwardly and report 
difficulty controlling their anger (Whiteside & Abramowitz, 2004; 2005).
The current project seeks to build on the work of McCubbin and Sampson (2006) by 
employing the PTEQ to compare appraisals of anger and other emotional states in a 
clinical sample of people with OCD and other anxiety disorders. It will investigate 
the questions: Do perceptions of threat from different emotions differentiate OCD
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from other anxiety disorders? And therefore, how do appraisals of emotional states 
contribute to theories of OCD?
Perception o f threat from emotions and self-ambivaience
If appraisals of emotions do indeed differ, then it will be interesting to understand 
why greater or lesser levels of 'perceived threat' occur in different groups of people. 
As previously discussed, people with a highly ambivalent sense of self may be 
distressed by negative intrusions in OCD as they perceive those intrusions to be 
evidence of their internal feelings/values. Similarly, it is possible negative emotions 
may be perceived as threatening; since they could also be construed as evidence of 
'feared' internal representations (e.g. feeling angry could reinforce fears that one is 
potentially violent or uncontrollable). Therefore, it is hypothesised that perception 
of threat from emotions will mediate the relationship between self-ambivalence 
and OC symptoms.
However, mentalisation theory offers another explanation of why or how 
perceptions of threat might differ, and this is discussed next.
6. Mentalisation
The concept of mentalisation, as put forward by Peter Fonagy and colleagues (e.g. 
2004), refers to the process of making sense of one's own and others' behaviour by 
thinking about their underlying mental states. It represents a conscious or implicit 
awareness of internal events such as thoughts, feelings, intentions and somatic 
experiences, and their relationship to external behaviour. It is most pertinent in 
interpersonal interactions, where it confers the ability "to see others from the 
inside and oneself from the outside" (Allen eta!., 2008).
Fonagy's conceptualisation originates from the combination of the psychoanalytic 
idea of symbolization and theory of mind. Symbolization is defined as "the basic 
intrapsychic transformation of one's own inchoate somatic experiences into
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increasingly organised images, ideas and words" (Lecours & Bouchard, 1997). It is 
suggested that the ability to utilise abstract mental and verbal representations leads 
to greater awareness of internal experiences. Theory of mind (ToM; Premack & 
Woodruff, 1978) is an empirically derived construct that represents the ability to 
identify the intentions and beliefs of another person in order to interpret and 
predict their actions. The combination of these ideas results in the complex 
construct of mentalisation, which incorporates implicit-explicit, cognitive-affective, 
and self-other dimensions (Bateman & Fonagy, 2004). Mentalisation overlaps with 
other constructs such as empathy, psychological mindedness, mindfulness, 
emotional intelligence and affect consciousness. Two useful reviews of these so- 
called "conceptual cousins" can be found in Allen, Fonagy and Bateman (2008; 
chapter 1) and Choi-Kain and Gunderson (2008).
Fonagy's model of the normal development of reflective function in children is an 
integral part of his mentalisation theory, and provides an overarching framework 
that may explain why it has evolved into such an encompassing construct. It has 
most commonly been applied to the study of borderline personality disorder (BPD).
Theory o f development
Mentalisation is rooted within developmental attachment theory. Fonagy proposes 
that the ability to mentalise develops within a secure attachment relationship, 
where interactions with the caregiver are involved in the development of 
mentalisation at three levels (Fonagy et ol., 2004):
1. "Second-order representation" of affect 
This refers to the infant's task of learning to recognise and understand his emotions 
at a symbolic level, which allows them to be thought about and communicated 
through language. The caregiver's role in the process is to help the infant 
accurately integrate "first-order representations" (physical self) with "second-order 
representations" (symbolic thoughts and expressions) in order to develop an aware, 
integrated psychological self. It is achieved through sensitive mirroring, processing
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and reflection of the infant's expressions of his internal state, as depicted in Figure 
3.
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Figure 3. Child-caregiver interactions in the development of second-order 
representation of affect (Fonagy, Gergely, Jurist & Target, 2002; diagram 
reproduced from Bateman & Fonagy, 2004, p. 66).
2. Intentional representation of caregiver/others 
A second task of mentalisation is to appreciate that others' behaviour is influenced 
by their internal intentions and feelings. Prior to developing an 'intentional 
representation' of the caregiver, children understand others' behaviour only in 
terms of concrete, observable cause and effect. Operating like this, from a theory of 
rational action, is a viewpoint known as the "teleological stance" (e.g. Csibra & 
Gergely, 1998).
3. Intentional representation of self 
Thirdly, the caregiver helps the child to understand that the relationship between 
his own inner mental experiences and external reality is representational, rather 
than absolutely equivalent or dissociated. Prior to achieving a representational 
understanding of self, dual "developmental modes of experiencing psychic reality" 
are proposed: namely, 'psychic equivalence' and 'pretend mode' (Fonagy et al., 
2004, p. 257). These 'pre-mentalistic' modes are dialectic and the young child
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switches between the two. Psychic equivalence is the state of understanding the 
external world as corresponding definitively with one's own beliefs about it, to the 
exclusion of any other possible viewpoints. Pretend mode refers to the child's 
world of imagination, where internal thoughts and ideas are dissociated from 
reality. In this mode the contents of the mind are believed to have no implications 
for the external world, and hence the possibility for playfulness and 
experimentation is made safe. These dual modes of experiencing psychic reality 
become increasingly integrated as the child develops, and mature mentalisation is 
established by about four years of age. A summary of pre-mentalistic and reflective 
modes in normal development is shown in Table 3.
Table 3. Developmental modes of experiencing psychic reality (based on Fonagy 
et ol., 2004)
Teleological stance
A theory of rational action: external world and others' 
behaviour are understood only in terms of observable physical 
cause and effect.
Psychic equivalence
Internal and external realities are equated. Reality is expected 
to correspond with the contents of the mind and no alternative 
viewpoints can be understood.
Pretend mode
Internal and external realities are dissociated. Internal state 
dominates and is seen to have no implications for the outside 
world, as in play.
Mentalisation/ 
reflective mode
Realistic appraisal of internal and external worlds and 
awareness of the representational relationship between them. 
Intentional representation of self and others is achieved.
In the context of Fonagy's theory, normal development of mentalisation and 
mature reflective function depend on the quality of the attachment relationship 
and interactions with the primary caregiver. Development is optimised within a 
secure attachment relationship, when there is congruence between the infant's 
internal experience and external feedback. Failures of adaptive infant-caregiver 
relationships or trauma leading to attachment insecurity are thought to be 
associated with impaired mentalisation and behaviour dominated by pre- 
mentalistic modes of functioning.
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As stated, research has mainly focused on borderline personality disorder (BPD), 
which is commonly associated with histories of childhood abuse and disorganised 
attachments (Holmes, 2004). People with BPD may demonstrate some of the more 
extreme consequences when the opportunity for optimal development of 
mentalisation is denied, such as an unstable sense of self, impulsivity linked to poor 
affect regulation, difficulties generating hypotheses about others' behaviour and a 
need to externalise persecutory self-representations (Fonagy & Luyten, 2009).
However, there are other possible ways in which sub-optimal attachment 
relationships can occur, and problems with affect regulation or sense of self and 
agency are associated with many forms of psychological distress. Since 
mentalisation theoretically underscores these essential capacities it has potential to 
contribute to our understanding of other clinical conditions.
Why consider OCD in terms of mentalisation?
It is clear from Fonagy's theory of development that a representational 
understanding of the relationship between inner experience and external reality is 
an important component of mentalisation, and this seems relevant in 
understanding OCD. In this respect, there are a number of similarities between 
OCD phenomena and pre-mentalistic modes of thinking. Firstly, there is a clear 
correspondence between TAF/magical thinking and psychic equivalence mode, 
characterised by a blurred distinction between internal reality and external reality. 
In OCD the individual implicitly believes that the thoughts in their mind may 'leak 
out' into external reality, with potentially catastrophic effect. The correspondence 
between the internal mental state and its implications in reality gives intrusions 
their omnipotent quality, and therefore it may be hypothesised that obsessions are 
features of psychic equivalence/ pre-mentalistic functioning.
Secondly, compulsions may be related to poor affect regulation and reliance on 
action-centred strategies to manage internal emotional states. In this sense 
compulsive behaviour may be construed similarly to impulsivity in BPD, but applied
160
in response to a specific trigger (obsessions) rather than distress arising more 
generally. Action-centred strategies and reliance on observable, concrete physical 
actions are typical of a teleological stance, and suggest an impaired ability to 
rationalise (mentalise) about one's own internal states. In general, OCD is 
characterised by a lack of integration between thoughts, feelings and external 
reality. The individual is aware of the illogicality of compulsions and the mismatch 
between obsessions, the external world and the behaviours intended to resolve 
them. There is also a tendency to intellectualise and neglect emotional aspects of 
experience. All these observations raise questions about processes of second-order 
representation and integration of emotions in OCD, which are components of 
mentalisation.
Little has been written about the applicability of mentalisation theory to OCD. 
Fonagy (1999) published a case study about the treatment of an adolescent with 
OCD, in which he formulated the case with reference to attachment, dissociative 
self-organisation and transgenerational transmission of trauma. Whilst his 
suggested treatment approach emphasised mentalisation, the paper does not 
specifically relate this to theory about OCD.
Two recent studies provide preliminary evidence for a link between Theory of Mind 
(ToM) deficits and OCD (O'Kearney & Nicholson, 2008; Sayin et al., 2010). Both of 
these studies related ToM findings to cognitive-processing factors in OCD (i.e. 
information-processing or memory deficits) and construe ToM primarily as a static 
cognitive ability. Sayin et al. (2010) found that people with OCD were impaired only 
on 'advanced' ToM tasks. As described earlier, ToM may constitute one aspect of 
mentalisation, and these studies support the notion that this may be impaired in 
OCD.
This project hypothesises that poorer mentalisation will be related to 
obsessionality, and that there will be a differences in mentalisation between the 
OCD group and other control groups.
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Mentalisation and self-ambivaience in OCD
Since mentalisation is theorised as the process by which an individual develops a 
coherent, integrated sense of self, it is logical that impaired mentalisation as a 
result of sub-optimal attachment relationships will also be associated with a 
fragmented or ambivalent self-concept. Impaired mentalisation would make it 
difficult to reconcile contradictory aspects of internal experience, and might 
predispose the individual towards dichotomous thinking as is seen in self­
ambivalence. For these reasons, one of the hypotheses investigated by this study is 
that self-ambivalence will mediate the relationship between mentalisation and OC 
symptoms.
Mentalisation and experience of emotions in OCD
As discussed above, mentalisation theory links reflective function with symbolic 
representation of emotions and the capacity for affect regulation. Impaired 
mentalisation is therefore likely to confer reduced tolerance of negative affect, and 
an increased perception of threat from such affect. It is hypothesised that if a 
relationship is found between poor mentalisation and OC symptoms, then this will 
be mediated by perception of threat from emotions.
8. Research questions and hypotheses 
Objectives:
1. To explore whether self-ambivalence, perception of threat from emotions or 
mentalisation are predictors of OC symptomatology.
2. To compare levels of self-ambivalence, perception of threat from emotions, 
and mentalisation in people with OCD, an anxiety control group and a non- 
clinical control group.
3. To explore how or why the factors interact in predicting OC symptoms, by 
examining mediating relationships.
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Hypotheses:
Self-ambivalence
1. Scores on the self-ambivalence measure will be positively associated with 
scores on the measure of OC symptomatology across the sample.
2. Levels of self-ambivalence will differ between groups. The OCD and anxiety 
groups will score higher on SA measures than the control group.
Perception o f threat from emotions
3. Levels of 'perceived threat' from emotions will be positively associated with 
levels of OC symptomatology across the sample.
4. OC symptoms across the sample will be associated most strongly with either 
anxiety (cognitive formulation) or anger and anxiety (psychodynamic 
formulation).
5. 'Perception of threat' from emotions will differ between groups.
a. Both the OCD and Anxiety groups will report greater 'perceived threat' 
from emotions than the non-clinical control group.
b. The OCD group will differ from the Anxiety group in terms of greater 
perceived threat from anger.
Mentalisation
6. Scores on the mentalisation measure will be negatively associated with OC 
symptoms.
7. Scores on the mentalisation measure will differ between groups. The OCD 
group will score lower than the Control group.
Mediating relationships:
8. The relationship between self-ambivalence and OC symptoms will be 
mediated by perception of threat from emotions.
9. The relationship between mentalisation and OC symptoms will be mediated 
by self-ambivalence or perception of threat from emotions.
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METHOD
Design
The project employed a cross-sectional design in a clinical^ sample of people with 
OCD, an anxiety control group and a non-clinical control group. Questionnaire- 
based measures were used to assess between-groups differences and correlational 
relationships between variables.
Participants
Sample size
A total of 113 adults aged 18-65 years were recruited. Groups based on self­
allocation comprised 41 participants who reported OCD, 48 who reported another 
anxiety disorder but no OCD, and 24 formed the control group (no history of any 
anxiety disorder).
Clinical participants whose allocation to group was confirmed by diagnostic 
interview with the researcher were subject to a second tier of analyses. The second 
tier utilised 69 of the original participants: 26 confirmed with OCD, 19 Anxiety 
controls confirmed as not having OCD, and the 24 non-clinical controls.
A priori power analysis indicated that a minimum total sample size of 66 (22 per 
group) would be required to provide acceptable power (> 0.8) to detect between- 
group differences using a one-way Analysis of Variance (d/= 2, a = .05), when there 
was a large effect size (q^= 0.138 /  F = 0.4). The same sample size was calculated to 
provide sufficient power for multiple regression analyses with three predictor 
variables and a large effect size (R^= 0.26 f  f  = 0.35, a = .05). The intended sample 
size was achieved.
Footnote: ^The term  'clinical' sample, as applied to  this project, denotes individuals w ho identified  
themselves as having a diagnosable psychiatric condition (OCD or o ther anxiety disorder). 
Participants w ere not recruited on the basis o f having received a diagnosis or trea tm ent from  m ental 
health services (although this may have been the case fo r some). Diagnostic interviews to  confirm  
the  presence or absence of OCD w ere conducted with as many of the 'clinical' participants as 
possible; see Sample Characteristics and Measures.
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Post-hoc power analyses using actual data confirmed that in both tiers of the 
analysis, the sample sizes {n = 113, n = 69) provided sufficient power (.97, .84 
respectively) to detect between-group differences using a one-way Analysis of 
Variance (d/= 2, a=.05) with a large^ effect size (ri^ > 0.138/ F > 0.4). Both sample 
sizes were also well powered (.93 to .99) in multiple regressions to detect a large 
effect size (R^  = 0.26 /  f  = 0.35, a = .05) with up to eight independent predictors 
(PTEQ analyses). However, when the effect sizes within those regressions were 
small, the SCID-only sample {n = 69) was slightly underpowered (.78) to detect 
effects reliably. When 2 predictors were used (SAM analyses), both sample sizes 
were sufficient to detect medium effect sizes and above (R^  = 0.13 /  f  = 0.15, a = 
.05) with acceptable power (>.8). Power calculations were performed using 
G*Power version 3 (Erdfelder et al., 1996).
Recruitment methods
Clinical participants were recruited primarily from internet advertisements via eight 
leading UK charities for OCD and anxiety. "OCD Action" invited the researcher to 
attend the public London conference for OCD Week 2010, where a poster and stand 
were prepared and participants were recruited in person. The project was also 
presented at a local independent anxiety support group. Three control participants 
were recruited from personal contacts of the OCD or anxiety participants (blood 
relatives excluded). A further 20 controls were recruited from non-academic 
administrative and estates staff at the University of Surrey via an email 
advertisement.
Recruitment and data collection were shared with another trainee clinical 
psychologist, who conducted a separate project using a different subset of 
measures.
Footnote: ^Effect sizes based on Cohen's conventions (Cohen, 1988), w here F denotes effect sizes for 
ANOVAs (small = .10, medium =.25, large =.40) and Cohen's f  denotes effect sizes for multiple 
regressions (small = .02, m edium = .15, and large = .35).
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Sample characteristics and allocation to group
Participants were asked to self-identify to group and to report any psychiatric 
diagnoses they had received. Those who identified to the OCD or anxiety group and 
consented to be contacted were administered a diagnostic interview for OCD over 
the telephone, lasting on average between five and fifteen minutes (see Measures: 
the Structured Clinical Interview for DSM-IV Axis I Disorders (SCID; First et al. 1997). 
Out of the total 89 clinical participants, 52 left valid contact details and the 
researchers succeeded in contacting and completing diagnostic interviews with 45 
of these. The majority of interviews confirmed participants' self-reported group and 
diagnoses; however eight participants who initially selected the Anxiety group met 
diagnostic criteria for OCD and were therefore transferred to the OCD group. 
Participants who did not complete the diagnostic interview were treated according 
to their self-reported group membership and diagnoses. As the diagnostic 
interviews resulted in some shift of participants between groups, analyses were 
carried out separately for 'all participants' and the 'SCID-only' sample (clinical 
participants confirmed to group by SCID, plus the control group). These labels are 
used to refer to the two tiers of analyses throughout the rest of this report. A 
summary of participant recruitment and allocation to groups is shown in Figure 4. 
The 62 respondents discarded at the initial stage represented online participants 
who abandoned the survey prior to completing at least one entire measure, and a 
few who met exclusion criteria (e.g. control participants who reported any history 
of anxiety).
Participants in the OCD group were not excluded on the basis of co-morbidity with
other anxiety disorders or depression. The most common co-morbid diagnoses
reported in the OCD sample were depression (76%, 85%)\ generalised anxiety
disorder (GAD; 34%, 39%), panic disorder (22%, 19%), social anxiety (20%, 15%) and
PTSD (12%, 15%). The Anxiety group reported: GAD (52%, 58%), depression (50%,
58%), panic disorder (40%, 42%), social anxiety (31%, 26%), phobia (17%, 11%),
PTSD (6%, 5%) and health anxiety (4%). Control participants had no anxiety
diagnoses, but a small number reported depression (8%).
Footnote:  ^ First percentage in parentheses refers to  'all participants' in each group; second 
percentage refers to  'SCID-only' participants.
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Demographics
Demographic characteristics are shown in Table 4. The sample was predominantly 
white British and female. One-way analyses of variance (ANOVA) and Chi-square 
tests demonstrated that the groups did not differ significantly in age, gender, 
education, marital status or ethnicity (response categories were merged where 
necessary to obtain an expected cell count of > 5). However, there was a significant 
association between group and employment status, with a medium effect size 
(Cramer's V = .25). A higher proportion of the control group were employed as 
compared with the OCD and Anxiety groups. The pattern of demographic 
characteristics was the same in 'all participants' and 'SCID-only' samples.
Table 4. Demographic characteristics of sub-groups and whole sample.__________
All Participants:
OCD Anx. Control Comparisons
W hole
sample
N 41 48 24 113
Age Mean 36.32 35.38 40.79 F (2,110) =1.55, ns 36.87
(SD) (13.15) (11.37) (13.74) (12.62)
Gender % fem ale 85.4 87.5 79.2 (2) = 0.88, ns 85.0
Education % degree/PG 41.5 47.9 58.3 (4) = 2.28, ns 47.8
Employment % employed 46.3 45.8 87.5 X"(4) = 13 .63 * 54.9
M arital status % single 46.3 58.3 41.7 x" (4) = 2.39, ns 50.4
Ethnicity % w hite British 82.9 83.3 91.7 x '(4 )  = 1.08, ns 85.0
SCID-only:
N
Age
Gender
Education
Employment
M arital
status
Ethnicity
OCD Anx. Control Comparisons
W hole
sample
26 19 24 69
M ean 37.96 35.68 40.79 F (2,66) =0.83, ns 38.32
(SD) (13.39) (11.57) (13.74) (13.01)
% fem ale 80.8 89.5 79.2 x" (2) = 0.88, ns 82.6
% degree/PG 42.3 57.9 58.3 X^(4) = 3.41, ns 52.2
% employed 42.3 47 .4 87.5 X"(4) = 12 .35 * 59 .4
% single
46.2 52.6 41.7 X^(4) = 0.92, ns 46.4
% w hite British 88.5 94.7 91.7 X '(4) = 0.55, ns 91.3
"p<.05, ns: non-significant
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Measures
Copies of the measures are shown in Appendices 1-5.
OCD symptomatology
The Padua Inventory - Washington State University Revision (PI; Burns et al. 1996) is 
a 39-item self-report scale that measures the degree of distress caused by a range 
of intrusive thoughts and compulsive behaviours, on a 5-point scale (0, not at all to 
4, very much). The PI-WSUR demonstrates good internal consistency (Cronbach 
alphas (a) for the subscales range from .77 to .88) and discriminant validity with 
respect to measures of worry and anxiety (Burns et al. 1996).
The Structured Clinical Interview for DSM-IV Axis I Disorders (SCID-I; First et al. 
1997) is a semi-structured interview schedule, which provides a standardised 
assessment of a person's symptoms against DSM-IV diagnostic criteria (American 
Psychiatric Association, 1994). The section assessing for symptoms of OCD only was 
used in this study.
Mood
The Hospital Anxiety and Depression Scale (HADS; Zigmond & Snaith, 1983) is a 14- 
item questionnaire used to give measures of anxiety (7 items), depression (7 items) 
and general emotional distress (all 14 items). Each item is answered using a four- 
point rating scale. The instrument was designed to screen for mood disturbance in 
populations with physical health conditions, but due to its ease of administration 
and good psychometric properties it has been widely used with other clinical 
populations in practice and research. Studies have demonstrated good internal 
consistency, test-retest reliability, and internal construct validity (Herrmann, 1997; 
Johnston, Pollard & Hennessy, 2000). However, it has been shown experimentally 
that when the HADS is administered within a series of questionnaires, then any 
distressing content prior to it can affect the results (Johnston, 1999). For this reason 
the HADS was administered near to the beginning of the questionnaire series in this 
project.
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Self ambivalence
The Self-Ambivalence Measure (SAM; Bhar & Kyrios, 2007) is a 21 item self-report 
questionnaire that measures conflicting beliefs about self-worth, morality and social 
acceptance. Respondents are asked to endorse items using a four-point rating scale 
(0, not at all, to 4, agree totally). The measure comprises two subscales: self-worth 
ambivalence and moral ambivalence, both of which demonstrated good internal 
consistency in clinical and non-clinical samples (Cronbach's a ranging from .85 to 
.88), and stable test-retest reliability (Bhar & Kyrios, 2007).
Perception of threat from emotions
The Perception of Threat from Emotion Questionnaire (PTEQ; McCubbin & 
Sampson, 2006) is a 72-item self-report questionnaire which assesses beliefs about 
the threat posed by different emotions. It was designed specifically for the 
investigation of emotion in relation to obsessionality, and measures beliefs about 
sadness, happiness, anger, fear, disgust, guilt and lust. Respondents are asked the 
same nine questions with respect to each of the specific emotions and for "strong 
emotions in general". Responses are scored on a 5-point scale ranging from 0, 'not 
at all' to 5, 'definitely'. Validation on a non-clinical sample indicated that the 
measure has acceptable reliability and validity (McCubbin & Sampson, 2006).
Mentalisation
The "Reading the Mind in the Eyes" Test - Revised Version (EYES; Baron-Cohen et 
ol., 2001) is a 36-item self-report questionnaire that measures ability to infer mental 
states from photographs of the eye-region of faces. Respondents must indicate 
what the person depicted is thinking or feeling from a choice of four options for 
each item. The measure is sensitive to subtle individual differences in adult social 
intelligence or mentalising ability, and has been validated on non-clinical groups and 
people with Asperger's syndrome and high functioning autism (Baron-Cohen et al. 
2001). The measure has been used as a proxy measure of mentalisation in studies of 
borderline personality disorder (e.g. Fonagy et al., 1996).
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Procedures
All participants completed a series of self-report questionnaires either by online 
electronic survey or by completing paper copies. Advertisements on OCD and 
anxiety charity websites contained a link to the online survey page and the majority 
of respondents used this method. Some paper questionnaire packs were distributed 
at the OCD conference and support groups meetings, and these were returned to 
the researchers via freepost envelopes provided. Participants who left contact 
details were contacted for the follow-up interview and verbal consent was given to 
complete the SCID-I for OCD over the telephone. Advertisements and debrief sheets 
asked clinical participants to recommend the study to a friend or partner who may 
act as a control participant. A written de-brief was provided at the end of the 
questionnaires, and the researcher answered any general questions arising during 
the telephone follow-ups, although participants were not given individual feedback 
on their responses. Participant information and consent forms are shown in 
Appendices 6 and 7.
Ethical considerations
A favourable ethical opinion was obtained from the University of Surrey Faculty of 
Arts and Human Sciences Research Ethics Committee prior to recruitment of any 
participants (Appendix 8). Participation was voluntary, full information about the 
study was provided and participants informed of their right to withdraw. 
Participants were given the opportunity to ask questions about the research (via 
email, telephone or in person) and as much time as they wished to make the 
decision. Electronic or written consent was obtained prior to completion of the 
questionnaires, and consent was re-established verbally before completing the 
telephone interviews. De-briefing was provided as described above, and researcher 
contact details were available on all advertisements such that participants who 
withdrew from the study could still seek debriefing if wished. Participants were 
warned of the potential for distress at being asked about their symptoms, and were 
provided with contact details for suggested sources of support.
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Statistical Analyses
Statistical analyses were performed using SPSS version 15.0 for Windows.
Data Screening
Data were screened for missing values, errors and outliers. The distribution of data 
for each variable was inspected for normality. Distributions were examined across 
the whole sample and within the three sub-groups, for 'all participants' and 'SCID- 
only' samples. Normality judgements were made on the basis of a) visual inspection 
of histograms, b) standardised skewness and kurtosis values and c) one-sample 
Kolmogorov-Smirnov tests. Variables which were not normally distributed were 
transformed to achieve normality where possible.
Correlations
Zero-order Pearson's correlations were used to examine relationships between 
normally-distributed variables. Non-parametric correlations were employed where 
one or both variables were non-normal.
Analyses o f Variance (ANOVAs)
Between-groups differences were examined using multiple univariate ANOVAs. The 
independent variable (group) had three levels (OCD, Anxiety, Control) and for each 
analysis there was one dependent variable (PI, HADS, PTEQ, EYES or SAM). 
Parametric assumptions were checked for each ANOVA, including Levene's test for 
homogeneity of variance. When this assumption was violated, Welch's statistic was 
reported in favour of the usual F ratio, as this is a more robust test (Welch, 1951). 
Hochberg's post-hoc test was used for multiple comparisons in the 'all participants' 
tier of analyses, as it is reliable when group sizes are grossly unequal. 'SCID-only' 
analyses employed Gabriel's post-hoc test as this is more powerful and can be used 
when group sizes are only slightly unequal. In both samples, the Games-Howell 
post-hoc procedure was used when equal variances were not assumed. ANOVAs 
are robust to small deviations from normality (Field, 2005) and in some cases were 
run on variables that were not normally distributed. When this was the case.
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residuals were analysed to establish that the results were valid (residuals should be 
normally distributed; criteria applied as above).
Analyses o f Covariance (ANCOVAs)
Between-groups comparisons were repeated using ANCOVAs to see whether group 
differences remained after controlling for negative mood state. The HADS Total 
score was entered as the covariate. Contrasts were computed using the OCD group 
as the reference category, and these were confirmed by comparing the main effects 
of estimated marginal means by group, with a Bonferroni correction. In addition to 
the assumptions for ANOVAs, the "homogeneity of regression slopes" assumption 
(Field, 2005, p. 380) was examined to check that the overall relationship between 
outcome and covariate was true for all groups.
Multiple linear regressions
Regression analyses were used to examine relationships between several predictor 
variables and the OC measure (Padua Inventory). Regression diagnostics were 
examined to establish how well the model fitted the observed data and generalised 
to the population. Data were inspected for outliers and standardised residuals with 
extreme values (>3). Regression assumptions were examined in line with the 
principles set out by Berry (1993). Models were judged as unaffected by 
multicollinearity if the predictor variables were not highly correlated with each 
other (<.8), variance inflation factors (VIF) for each predictor were <10 and 
averaged close to 1, and tolerance values were >.2. Plots of standardised predicted 
values of the outcome variable by standardised residuals were used to check 
assumptions of random error and homoscedascity. Histograms of standardised 
residuals, along with skewness and kurtosis values and K-S tests were also used to 
check that residuals were normally distributed. Partial plots were examined for 
outliers, non-linearity and collinearity between each predictor and the outcome 
variable.
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Mediation analyses
Mediation analyses were used to investigate the relationships between the main 
variables, as theorised in the Introduction (hypotheses 8 - 9 ) .  A mediator is a 
variable that indicates the mechanism by which a predictor is related to an 
outcome. It implies causation, and explains 'how' or why' two variables are related 
(Fairchild et a!., 2009).
Three hypothesised mediation relationships were examined. Baron and Kenny's 
(1986) four-step approach is described here with reference to Hypothesis 8 (Figure
5). The method uses a series of regressions in which: 1) the initial variable X is used 
to predict the outcome Y (self-ambivalence is used to predict OC symptoms). 2) The 
initial variable X is used to predict the mediator M (self-ambivalence is used to 
predict perception of threat from emotions). 3) X and M are used to predict Y (self­
ambivalence and PTEQ are used to predict OC symptoms). 4) M is a mediator if the 
effect of X on Y is reduced or eliminated in Step 3 as compared with Step 1 (the 
effect of self-ambivalence on the prediction of OC symptoms decreases when PTEQ 
is also entered as a predictor). Complete mediation describes the situation when 
the effect of X is reduced to zero in Step 3, and partial mediation is when the effect 
of X is reduced but not eliminated.
MEDIATOR: 
Perception of 
threat from 
emotions
OUTCOME: 
OC symptoms
INITIAL VARIABLE: 
Self-ambivalence
Figure 5. PTEQ as mediator between SA and OC symptoms (Hypothesis 8).
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RESULTS
Note: In each section, results described in general terms refer to 'a ll participants'. 
Data for the 'SCID-only' sample are shown in all tables, and commented on 
specifically when important points of similarity or difference arose.
Data screening
Across the whole sample, screening confirmed that data approximated a normal 
distribution for the HADS anxiety, depression and total subscales (HADS-ANX, HADS- 
DEP, HADS-TOT), the PTEQ anger, anxiety, strong emotions in general and total 
subscales (PTEQ-ANG, PTEQ-ANX, PTEQ-SEG, PTEQ-TOT), and the Self-Ambivalence 
Measure self-worth, moral ambivalence and total subscales (SAM-SWA, SAM-MA, 
SAM-TOT). The 'Reading the Mind in the Eyes' test (EYES) was normally distributed 
after two outliers were removed. The Padua Inventory (PI) was positively skewed 
but achieved normality after a LoglO transformation. The PTEQ happiness, guilt, 
sadness and lust subscales (PTEQ-HAPPY, PTEQ-GUILT, PTEQ-SAD, PTEQ-LUST) were 
all positively skewed and the sadness subscale (PTEQ-SAD) was bimodal. 
Transformation did not improve the normality of these distributions and therefore 
analyses were carried out on the untransformed data.
Examination of distributions within groups identified that the only variables with 
normally distributed data in all three groups were the EYES, SAM-SWA, SAM-TOT 
and HADS-ANX. For all other variables, data were non-normally distributed in at 
least one group. The most common reason for this was positively skewed data in 
the Control group. Transformation of the data did not have beneficial effects for any 
of the variables, as normalisation of one group caused other groups to become 
skewed. For this reason, all between-group comparisons were conducted on 
untransformed data. Distributions of residuals following all such analyses were 
examined to ensure that the use of parametric tests on these data was valid, and in 
all cases residuals were normally distributed and therefore deemed satisfactory.
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Missing data
There were no missing data within scales due to the online survey technology, 
which prompted participants to complete any missed items. Missing data only 
occurred when participants abandoned the study before completing all 
questionnaires. Participants who did not complete at least one measure fully (in 
addition to the demographics and symptom measures) were discarded. Due to a 
small number of dropouts, the completed numbers for each measure vary slightly 
and hence analyses for different measures were performed on different N.
Symptom Measures
Descriptive statistics for the HADS and PI are shown in Table 5.
Table 5. Descriptive statistics for the HADS and PI.
OCD Anxiety Control Whole sample
All participants:
N 41 48 24 113
HADS-ANX Mean 14.24 14.06 4.63 12.12
(SD) (4.00) (4.17) (3.35) (5.53)
HADS-DEP Mean 9.10 9.23 1.75 7.59
(SD) (3.65) (4.39) (2.67) (4.86)
HADS-TOT Mean 23.34 23.29 6.38 19.72
(SD) (6.82) (7.69) (5.29) (9.78)
PI Mean 56.17 19.60 10.17 30.87
(SD) (30.58) (18.15) (9.25) (29.5)
SCID-only:
N 26 19 24 69
HADS-ANX Mean 14.31 13.11 4.63 10.62
(SD) 4.22 4.69 3.37 6.03
HADS-DEP Mean 8.73 7.89 1.75 6.06
(SD) 3.17 4.92 2.67 4.80
HADS-TOT Mean 23.04 21.00 6.38 16.68
(SD) 6.71 8.48 5.29 10.23
PI Mean 53.96 17.00 10.17 28.76
(SD) (30.99) (17.31) (9.25) (29.41)
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HADS scores
There were significant differences between groups on all three HADS scales (Table
6). The pattern of differences was the same for each scale: the OCD and Anxiety 
groups did not differ from each other on levels of reported anxiety, depression and 
combined negative mood symptoms. However, they both scored significantly higher 
on those measures than did the Control group. This was true for 'all participants' 
and the 'SCID-only' sample. HADS total scores by group are illustrated in Figure 6.
Table 6. ANOVAs comparing HADS and PI scores between groups.
D/ F P Comparisons^
All participants:
HADS-ANX 2,110 55.01 <.001 OCD, Anx > Con
HADS-DEP^ 2, 68.9 56.89 <.001 OCD, Anx > Con
HADS-TOT 2,110 56.45 <.001 OCD, Anx > Con
Pl^ 2, 70.6 40.26 <.001 OCD > Anx > Con
SCID-only:
HADS-ANX 2, 66 40.04 <.001 OCD, Anx > Con
HADS-DEP^ 2, 38.4 38.28 <.001 OCD, Anx > Con
HADS-TOT 2, 66 42.61 <.001 OCD, Anx > Con
Pl^ 2, 35.5 23.47 <.001 OCD > Anx, Con
Note: HAD-DEP and PI violated homogeneity o f variance assumptions therefore adjusted d /a n d  
Welch's F are reported. ^Comparisons refer to  Hochberg's or Gabriel's (equal variances) and 
Games-Howell (unequal variances) post-hoc tests. Differences w ere significant at the p<.001 level.
Padua Inventorv (PI) scores
PI scores approximated a normal distribution in the OCD group but were strongly 
positively skewed in the Anxiety and Control groups. Transformation did not 
improve the distribution across the three groups overall, and therefore the 
untransformed PI scores were used for comparison (shown in Figure 7). One-way 
analyses of variance found that there was a significant difference in obsessive- 
compulsive symptoms between groups (Welch's F (2, 70.63) = 40.26, p<.001). 
Inspection of residuals confirmed that ANOVA assumptions were satisfactorily met, 
despite some deviation from normality in the data. Games-Howell post-hoc tests 
showed that the OCD group reported significantly more OC symptoms than either
Major Research Project -  Results 177
the Control group or Anxiety group (both p<.001), and the Anxiety group also 
scored higher on the PI than the Control groups (p<.05).
Analysis of covariance (ANCOVA) confirmed that differences between the groups on 
the PI remained after controlling for negative mood state. The HADS total (entered 
as the covariate) was significantly related to OC symptoms (F (1, 109) = 14.415, p < 
.001), but the effect of Group remained significant (F (2, 109) = 33.754, p < .001). 
Pairwise comparisons with a Bonferroni adjustment indicated that the OCD group 
still had significantly higher OC symptoms than both the Anxiety and Control groups 
(p <.01) after controlling for negative mood. However, the Anxiety and Control 
groups no longer differed.
In the 'SCID-only' sample, the mean PI score for the anxiety group was slightly lower 
than in the analysis across 'all participants'. ANOVA confirmed that in the SCID-only 
sample the difference in OC symptoms between the anxiety group and the control 
group was not significant. However, the OCD group remained significantly higher in 
reported OC symptoms than either of the other groups. ANCOVAs on the SCID-only 
sample found the same pattern of results as for all participants: HADS total was 
significantly related to OC symptoms (F (1, 65) = 7.044, p = .01), but the effect of 
Group remained significant (F (2, 65) = 15.712, p < .001, partial eta squared = .326). 
Pairwise comparisons found identical results as above.
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Analyses for the SAM
HYPOTHESIS 1: Scores on the self-ambivalence measures w ill be positively 
associated with scores on the measure of OC symptomatology across the sample.
Correlations
Across the whole sample, there were significant positive associations between the 
PI, both SAM subscales (self-worth ambivalence, moral ambivalence) and the SAM 
total scale (Table 7). Both SAM subscales were highly correlated with the total SAM 
scale (r = .98/.9S) and therefore these were considered collinear in subsequent 
analyses. The size of the correlations between SAM measures and the PI were larger 
than those between the HADS and the PI. However, negative mood state had a 
strong positive association with both OC symptoms and with SAM scores. Therefore 
it was considered important to examine the relationship between SAM and the PI 
after controlling for anxiety and depression. Since both HADS subscales were very 
highly correlated with the HADS total score, the latter was used as a composite 
measure of general dysphoria or negative mood state in subsequent regression 
analyses. The pattern of correlations for the SCID-only sample was very similar to all 
participants (Table 7).
Table 7. Zero-order correlations between SAM subscales, PI and HADS subscales 
(across whole sample)
All participants (N = 103):
PI (Log) SAM-SWA SAM-MA SAM-TOT H-ANX H-DEP
SAM-SWA .65
SAM-MA .63 .88
SAM-TOT .66 .98 .95
H-ANX .53 .63 .59 .64
H-DEP .43 .53 .45 .51 .77
H-TOT .51 .62 .56 .61 .95 .93
SCID-only (N = 68):
PI (Log) SAM-SWA SAM-MA SAM-TOT H-ANX H-DEP
SAM-SWA .65
SAM-MA .65 .90
SAM-TOT .66 .99 .96
H-ANX .59 .68 .64 .68
H-DEP .43 .51 .44 .50 .78
H-TOT .55 .64 .58 .63 .96 .93
Note: All correlations are Pearson's r, significant at p<.01 (one-tailed).
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Simple linear regressions
Simple linear regressions established that each of the three SAM scales significantly 
predicted scores on the PI (Table 8). Without negative mood state in the equation, 
individual SAM subscales accounted for between 40% and 44% of the variance in PI 
scores. The same results were found in the SCID-only sample.
Multiple regressions
Hierarchical multiple regressions found that all SAM scales significantly predicted PI 
scores, after controlling for negative mood state (Table 9). Regressions were 
performed separately for each subscale due to multicollinearity. In each analysis, 
the total HADS score was entered in Step 1, followed by either SAM-SWA, SAM-MA 
or SAM-TOT. In all cases the contribution of the HADS score in predicting the PI was 
reduced by entering the SAM scale, and negative mood state was no longer a 
significant independent predictor of PI score when combined with SAM-SWA or 
SAM-TOT. Inspections of diagnostic statistics for all three regression models were 
satisfactory. The SCID-only sample resulted in the same findings.
As stated, it was not possible to enter all SAM subscales into the same regression 
model due to problems with multicollinearity. However, comparison of 
standardised betas in the three models suggested that SAM-TOT was the strongest 
predictor of PI scores. The combination of SAM-TOT and HADS-TOT accounted for 
45% of the variance in PI scores, and SAM-TOT independently explained a further 
19% of the variance than HADS-TOT alone. This represented a highly significant 
model and a large effect size, which was replicated in the SCID-only sample.
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HYPOTHESIS 2: Levels of self-ambivalence will differ between groups. The OCD 
and anxiety groups will score higher on SA measures than the control group.
Analyses o f variance (ANOVAs)
Multiple univariate ANOVAs were conducted to compare self-ambivalence scores 
between groups. Data were normally distributed on the SAM-SWA and SAM-TOT 
scales in all three groups, however on the SAM-MA scale data for the Control group 
were significantly positively skewed. Transformations of this variable which 
normalised the distribution of data within the Control group unfortunately caused 
significant skewness in the OCD and Anxiety groups, so it was decided to analyse 
the untransformed data. Post-hoc analyses of the standardised residuals from SAM- 
MA analyses indicated that the use of the parametric test was viable. Variances 
across groups met homogeneity assumptions for all SAM scales.
Table 10. S A M  scores by group
OCD Anx. Control W hole sample
All participants:
N 36 44 23 103
SAM-SWA M ean 31.81 26.07 14.43 25.48
(SD) (10.84) (11.10) (9.04) (12.28)
SAM -M A M ean 15.58 10.25 5.96 11.16
(SD) (7.08) (6.21) (5.51) (7.31)
SAM-TOT M ean 47.39 36.32 20.39 36.63
(SD) (17.20) (16.60) (14.19) (19.01)
SCID-only:
N 26 19 23 68
SAM-SWA M ean 31.31 26.42 14.43 24.24
(SD (10.60) (11.84) (9.04) (12.66)
SAM -M A M ean 15.96 10.05 5.96 10.93
(SD (6.17) (6.84) (5.51) (7.44)
SAM-TOT M ean 47.26 36.47 20.39 35.16
(SD (16.16) (18.20) (14.19) (19.62)
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Table 11. ANOVAs comparing SAM scores between groups.
D/ F P Partial r|^ Comparisons^
All participants:
SAM-SWA 2 ,1 0 0 19.148 <.001 .277 OCD > Anx > Con
SAM-MA 2 ,1 0 0 16.710 <.001 .250 OCD > Anx > Con
SAM-TOT 2 ,1 0 0 19.220 <.001 .278 OCD > Anx > Con
SCID-only:
SAM-SWA 2, 65 16.407 <.001 .335 OCD, Anx > Con
SAM-MA 2, 65 16.387 <.001 .335 OCD > Anx > Con
SAM-TOT 2, 65 17.023 <.001 .344 OCD > Anx > Con
Note: ^Comparisons refer to planned contrasts, all significant to at least p <.05 level.
There were significant differences between groups on all three subscales of the 
SAM, and effect sizes were medium (Table 11). Planned contrasts identified that the 
OCD group scored significantly higher on SAM-SWA than the Anxiety group (p = 
.017), and that both clinical groups scored higher than the Control group (both p 
<.001). In the SCID-only sample the OCD-Anxiety group difference failed to meet 
statistical significance for SAM-SWA (p > .05).
SAM-MA scores were highest in the OCD group, which differed significantly from 
the Anxiety and Control groups (both p <.001). The difference between the latter 
two groups was also significant (p <.05), with the Control group scoring lowest. The 
same pattern of differences were found in the SCID-only sample (all p <.05).
Results for the SAM-TOT indicated that the OCD group scored highest in terms of 
overall self-ambivalence, followed by the Anxiety group, with the Control group 
scoring lowest. Comparisons between all group pairings were significant at p = .01 
or below. SCID-only analyses found the same pattern of results but differences met 
significance at p <.05 or below.
It is noteworthy that some of the group differences described above narrowly failed 
to meet statistical significance using post-hoc tests (specifically: OCD > Anxiety on 
SAM-SWA in the all participants sample, and Anxiety > Control on SAM-MA in the 
SCID-only sample). Planned comparisons have greater statistical power and were
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therefore reported in preference as they were able to detect smaller differences. 
However, this observation highlights the subtle nature of the differences between 
groups on these measures and the need to interpret the results with caution.
Analyses o f covariance (ANCOVAs)
Analyses of covariance were undertaken to investigate whether differences in self­
ambivalence between groups remained when negative mood state {HADS total 
score) was taken into account. Adjusted mean SAM scores for each subscale by 
group are shown in Table 12.
Table 12. Adjusted group means for the SAM after controlling for H-TOT
OCD Anx. Control
All participants:
N 36 44 23
SAM-SWA Adjusted mean 29.19 23.44 23.56
(SE) (1.65) (1.51) (2.64)
SAM-MA Adjusted mean 13.98 8.64 11.55
(SE) (0.99) (0.91) (1.59)
SAM-TOT Adjusted mean 43.18 32.07 35.11
(SE) (2.52) (2.30) (4.03)
SCID-only:
N 26 19 23
SAM-SWA Adjusted mean 27.64 23.97 20.61
(SE) (2.19) (2.34) (2.72)
SAM-MA Adjusted mean 13.95 8.71 9.34
(SE) (1.30) (1.39) (1.62)
SAM-TOT Adjusted mean 41.59 32.68 29.95
(SE) (3.37) (3.61) (4.19)
Significant associations between Group and all three SAM scales remained after 
controlling for negative mood state in the all participants analysis, although effect 
sizes were reduced (Table 13). In the SCID-only sample, only SAM-MA remained 
significantly different between groups.
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The relative values of SAM scores in each group differed after negative mood was 
taken into account. The OCD group retained the highest absolute values, but the 
Anxiety group's scores fell to approximately equivalent or lower than the control 
group. Planned comparisons showed that the OCD group remained significantly 
higher than the Anxiety group on all SAM scales in the 'all participants' analysis, but 
in the SCID-only analysis only SAM-MA differentiated the two groups. No other 
significant differences between groups emerged. Pair-wise (o priori) comparisons 
are shown in Table 13. Exact significance values show that some of the group 
comparisons approached significance, but may have failed to detect a true 
difference because the effect sizes were small (and this may have been particularly 
true for the SCID-only analyses, which used a smaller sample size).
Table 13. ANCOVAs comparing SAM scores between groups, controlling for negative 
mood.
D/ F P
Partial
n '
Comparisons^ P
All participants:
SAM-SWA 2, 99 4.012* .021 .075 OCD > A n x** 
OCD = Con 
Anx = Con
.008
.099
.970
SAM-MA 2, 99 8.809*** <.001 .151 OCD > A n x ***  
OCD = Con 
Anx = Con
<.001
.236
.150
SAM-TOT 2, 99 5.985** .004 .108 OCD > A n x** 
OCD = Con 
Anx = Con
.001
.552
.122
SCID-only:
SAM-SWA 2, 64 1.711 .189 .051 OCD = Anx 
OCD = Con 
Anx = Con
.219
.085
.397
SAM-MA 2, 64 4.787* .012 .130 OCD > A n x** 
OCD = Con 
Anx = Con
.004
.058
.788
SAM-TOT 2, 64 2.650 .078 .076 OCD = Anx 
OCD = Con 
Anx = Con
.054
.064
.654
Note: ^Comparisons refer to planned contrasts. ***p<.001, * * p < m , *p<.05
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Analyses for the PTEQ
HYPOTHESIS 3: Levels of 'perceived threat' from emotions will be positively 
associated with levels of OC symptomatology across the sample.
Correlations
Zero-order correlations showed that all PTEQ scales had a significant positive 
association with the PI, with medium to large effect sizes (Table 14). The total PTEQ 
score, anxiety and sadness subscales had the strongest relationships to PI scores (r = 
.56 - .47). Many of the PTEQ subscales were correlated with each other and highly 
correlated with the PTEQ Total and 'strong emotions in general' scales (PTEQ-SEG), 
which suggested that these were representative of overall perception of threat 
from emotions. The same pattern of association was shown in the SCID-only 
sample, and correlations tended to be slightly larger in magnitude. Strong 
associations between negative mood states and some PTEQ subscales (particularly 
perceived threat from anxiety and sadness) were also noted, and therefore 
subsequent regression analyses controlled for HADS scores.
Regression analyses
Simple regression demonstrated that the Total PTEQ was a significant predictor of 
OC symptoms, and accounted for 25.6% of the variance in PI scores (Table 15; 
Model la). The Total PTEQ remained a significant independent predictor after 
controlling for negative mood state, and explained 6.6% more variance in PI scores 
than HADS total alone (Model 2a). Results from the SCID-only sample were even 
stronger, explaining 31% of the variance and 7.6% more than HADS alone (Table 15; 
Models lb  and 2b).
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HYPOTHESIS 4: OC symptoms across the sample w ill be associated most strongly 
w ith either anxiety (cognitive formulation) or anger and anxiety (psychodynamic 
formulation).
Correlations
Examination of correlations between the PI and PTEQ subscales (excluding PTEQ 
Total and 'strong emotions in general') indicated that perceived threat from anxiety 
had the strongest relationship with OC symptoms (r=  .53/.56, all participants/SCID- 
only respectively). Threat from sadness was the second most highly correlated, 
followed by guilt. Threat from anger had a smaller effect size (r = .3S/.44), although 
correlations were significant for all subscales including threat from lust and 
happiness.
Regressions
Multiple regressions examining PTEQ subscales as predictors of OC symptoms are 
shown in Tables 16a and 16b {all participants and SCID-only respectively). In Model 
3a, PTEQ subscales (excluding PTEQ-TOT and PTEQ-SEG) were entered as a block. A 
significant model emerged, which explained 33% of the variance in PI scores. Threat 
from Anxiety emerged as the only significant independent predictor. In Model 4a, a 
hierarchical regression was conducted in which HADS total was entered in Step 1, 
followed by the same PTEQ subscales as a block in Step 2. The model was significant 
and accounted for 36% of the variance, however only HADS-TOT remained a 
significant independent predictor. Models 3b and 4b replicated these analyses in 
the SCID-only sample and produced similar results, explaining 36% and 40% of the 
variance in PI scores respectively. Again, none of the PTEQ subscales remained a 
significant predictor in their own right after negative mood state was accounted for, 
and the p value indicated that addition of the PTEQ subscales did not produce a 
significant F-change. It may have been the case that the SCID-only sample size was 
slightly underpowered to detect the relatively small increase with 8 predictors 
(i.e. Model 4b), even though it was adequate when detecting the initial deviation R^  
from zero (i.e. Model 4a).
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HYPOTHESIS 5: 'Perception of threat' from emotions will differ between groups.
c. Both the OCD and Anxiety groups will report greater 'perceived thread from 
emotions than the non-clinical control group.
d. The OCD group will differ from the Anxiety group in terms of greater perceived 
threat from anger.
Mean PTEQ scores for all subscales by group are shown in Table 18. For most 
subscales, absolute values indicated higher perceived threat from emotion in the 
OCD group, followed by the Anxiety group, and lowest in the Control group. The 
magnitude of the differences appeared slightly greater in SCID-only sample as 
compared with all participants.
Multiple univariate ANOVAs determined that Group had a significant effect on 
scores for all PTEQ scales apart from the Happiness and Lust subscales (Table 17). 
For the SCID-only sample, a significant group effect on the Lust subscale was also 
apparent but not Happiness.
Table 17. ANOVAs comparing PTEQ scores between groups.
D/ F P Partial Comparisons^
PTEQ Total^ 2, 69.04 24.01*** <.001 .221 OCD, Anx > Con
Sad^ 2,71.53 28.50*** <.001 .218 OCD, Anx > Con
Guilt^ 2, 72.60 16.24*** <.001 .134 OCD, Anx > Con
Happy^ 2, 64.93 3.01 .056 .068 ns
Anger 2,110 5.57** .005 .092 OCD, Anx > Con
Anxiety 2,110 48.39*** <.001 .468 OCD, Anx > Con
Lust^ 2, 67.25 2.73 .073 .042 ns
Disgust^ 2, 70.54 13.17*** <.001 .160 OCD > Anx > Con
SEG^ 2, 66.25 17.64*** <.001 .193 OCD, Anx > Con
SCID-only:
PTEQ Total^ 2, 39.48 22.852*** <.001 .358 OCD, Anx > Con
Sad^ 2, 37.86 22.756*** <.001 .342 OCD, Anx > Con
Guilt^ 2, 35.85 15.219*** <.001 .250 OCD, Anx > Con
Happy^ 2, 39.36 1.738 .189 .051 ns
Anger 2, 66 8.876*** <.001 .212 OCD, Anx > Con
Anxiety 2, 66 42.074*** <.001 .560 OCD, Anx > Con
Lust^ 2, 38.44 4.004* .026 .097 OCD =Anx, Anx = Con, 
OCD > Con
Disgust^ 2,33.90 10.629*** <.001 .236 OCD > Anx, Con
SEG 2, 66 16.701*** <.001 .336 OCD, Anx > Con
***p < .0 0 1 , **p < .01 , *p< .05, ns = non-significant
Note: ^Homogeneity of variance assumption was violated: adjusted d /a n d  Welch's F are  reported. 
^Comparisons refer to  Hochberg's (equal variances) and Games-Howell (unequal variances) post- 
hoc tests. All significant at least p <.05 level.
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Table 18. Descriptive statistics for the PTEQ
OCD Anxiety Control Whole sample
AU Participants:
N 41 48 24 113
PTEQ Total Mean 78.17 64.46 27.00 61.48
(SD) (41.01) (36.34) (23.92) (40.43)
Sad Mean 11.56 11.75 3.08 9.84
(SD) (6.83) (7.65) (4.06) (7.55)
Guilt Mean 12.51 9.35 4.00 9.36
(SD) (8.94) (8.64) (3.97) (8.54)
Happy Mean 5.17 2.50 3.04 3.58
(SD) (6.10) (3.57) (2.87) (4.67)
Anger Mean 14.59 13.56 7.63 12.67
(SD) (8.63) (8.89) (7.23) (8.81)
Anxiety Mean 19.73 18.88 4.71 16.18
(SD) (6.08) (7.07) (5.71) (8.76)
Lust Mean 6.83 4.79 3.21 5.19
(SD) (8.42) (5.81) (4.22) (6.71)
Disgust Mean 7.78 3.62 1.33 4.64
(SD) (8.08) (4.65) (2.28) (6.31)
SEG Mean 14.32 12.02 4.42 11.24
(SD) (8.15) (7.93) (5.96) (8.43)
SCID-only:
N 26 19 24 69
PTEQ Total Mean 85.04 70.42 27.00 60.83
(SD) (41.65) (35.89) (23.92) (42.73)
Sad Mean 11.77 12.84 3.08 9.04
(SD) (6.64) (7.67) (4.06) (7.54)
Guilt Mean 13.69 10.58 4.00 9.46
(SD) (8.85) (8.46) (3.98) (8.42)
Happy Mean 5.38 3.84 3.04 4.14
(SD) (5.69) (4.18) (2.87) (4.51)
Anger Mean 16.88 13.79 7.63 12.81
(SD) (8.24) (8.07) (7.23) (8.72)
Anxiety Mean 19.81 19.53 4.71 14.47
(SD) (6.63) (7.10) (5.71) (9.60)
Lust Mean 8.54 5.89 3.21 5.96
(SD) (9.15) (6.61) (4.22) (7.32)
Disgust Mean 8.96 3.94 1.33 4.92
(SD) (8.65) (4.98) (2.28) (6.85)
SEG Mean 15.50 14.05 4.42 11.25
(SD) (8.40) (6.91) (5.96) (8.73)
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Perceived threat from emotions for the different groups is shown graphically in 
Figure 8. The X-axis shows the seven subscales in ascending order of 'perceived 
threat' as determined by Controi group responses. Most emotions were perceived 
as similarly non-threatening by Controis, with strong emotions in general (SEG), 
anxiety and anger receiving slightly higher scores. By contrast, the Anxiety and OCD 
group profiles show elevated perception of threat from all emotions, but 
particularly anxiety, anger and sadness. The profiles of the two clinical groups were 
more similar to each other than to the Control group on almost all aspects, which 
was confirmed by post-hoc comparisons (Table 17). However, the OCD group did 
diverge significantiy from the Anxiety group on Disgust. Results for all participants 
were comparable.
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Figure 8. Perception of threat from emotion by group (SCID-oniy).
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Analyses for the Eyes test
HYPOTHESIS 6: Scores on the mentalisation measure w ill be negatively associated 
w ith OC symptoms.
Correlations
Across the whole sample, there was no association between scores on the EYES test 
and OC symptoms (Table 19). Neither was there any association between scores on 
the EYES test and measures of anxiety or depression.
Regression
A simple linear regression established that scores on the Eyes test did not 
significantly predict scores on the PI (Table 20).
Table 19. Zero-order correlations between Eyes, PI and HADS subscaies (across 
whole sample)
PI (Log) EYES' H-ANX H-DEP
All participants: (n = 103)
EYES' -.08
H-ANX .53** -.09
H-DEP .4 3 ** -.09 .7 7 **
H-TOT .5 1 ** -.09 .9 5 ** .9 3 **
SCID-only: (n = 69)
EYES' .025
H-ANX .5 9 ** .020
H-DEP .4 3 ** -.014 .7 8 **
H-TOT .5 5 ** .005 .9 6 ** .9 3 **
Note: All correlations are Pearson's r, * * p<.01 (one-tailed). 'Two outliers removed.
HYPOTHESIS 7: Scores on the mentalisation measure w ill differ between groups. 
The OCD group w ill score lower than the Control group.
Analyses of variance found no significant differences between groups on the EYES 
test across ail participants {F (2,100) = 0.150, p>.05), nor within the SCID-oniy 
sample (F (2, 63) = 0.252, p>.05). Mean scores are shown in Table 21.
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Mediation Analyses
HYPOTHESIS 8: The relationship between self-ambivalence and OC symptoms will 
be mediated by perception of threat from emotions.
Separate regression analyses confirmed that SAM-TOT significantly predicted both 
the PI and the PTEQ (Table 22), in accordance with Steps 1 and 2 of Baron and 
Kenny's (1986) mediation analysis. When SAM-TOT and PTEQ-TOT were used to 
predict Pi, SAM-TOT emerged as the only significant independent predictor and its 
effect was reduced by only a marginal amount (standardised beta fell from .66 to 
.60). SCID-only analyses produced a very similar result. The conclusion of these 
analyses was that the PTEQ was not found to be a mediator in the relationship 
between seif-ambivalence and OC symptoms.
HYPOTHESIS 9: The relationship between mentalisation and OC symptoms will be 
mediated by self-ambivalence or perception of threat from emotions.
Simple regression demonstrated that the EYES test was not a significant predictor of 
the PI (Table 20). Further stages of the analysis were not carried out as there was no 
relationship to mediate.
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DISCUSSION
This study examined relationships between self-ambivalence, perception of threat 
from emotions, mentalisation and OCD. The first three constructs were theorised as 
potential vulnerability factors, which may extend or complement current 
explanatory models of OCD. It was hypothesised that each of the factors would 
predict obsessionality, and this was found to be true for the SAM and PTEQ 
(Hypotheses 1 and 3). Perception of threat from emotion was theorised as a 
mediating factor in the relationship between self-ambivalence and obsessionality, 
but mediation analyses did not support this possible mechanism (disconfirming 
Hypothesis 8). No relationship was found between the measure of mentalisation 
and obsessionality, and therefore planned mediation analyses involving the Eyes 
test and the other measures were abandoned (Hypothesis 9 was not supported).
The study also investigated whether any of the factors differentiated the OCD group 
from the Anxiety control group, and hence might reveal processes that describe 
OCD uniquely. Both the OCD group and the Anxiety group scored significantly 
higher on the SAM and PTEQ than the Control group (Hypotheses 2 and 5a). 
Moreover, the OCD group differed significantly from the Anxiety group on the SAM, 
indicating that significantly elevated self-ambivalence may be a particular feature of 
obsessive-compulsive presentations as opposed to other types of anxiety. Scores on 
the Eyes test did not differ between groups and therefore conclusions about 
mentalisation differences in OCD could not be established (Hypothesis 7 rejected).
The study utilised a control group and two 'clinical' groups of people who identified 
themselves as having OCD or another anxiety disorder. Measures of obsessive- 
compulsive symptoms, anxiety and depression confirmed differences between 
groups which supported participants' self-allocation and a meaningful sub-sample 
of the clinical participants completed a diagnostic interview for OCD. Comparable 
results in the 'SCID-only' sample and the overall sample strengthen the 
generalisability of this study, and provide some evidence that the conclusions 
drawn may be claimed for people with diagnosable OCD.
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In this section, the findings of the study are discussed in more detail, in the context 
of their theoretical implications. Methodological limitations are considered, 
followed by discussion of the clinical applications of the results and future research 
recommendations.
SELF-AMBIVALENCE
Self-ambivalence emerged as an important factor in understanding obsessionality. 
There were a number of interesting findings:
Self-ambivalence was positively associated with obsessionality.
Ambivalence about self-worth, morality, and the combination of these factors in the 
global measure of self-worth were all positively associated with obsessive- 
compulsive symptoms. This was true across the sample (i.e. participants in the OCD, 
anxiety and control groups) and the findings held true for the sample confirmed by 
clinical interview (SCID-only sample). These findings replicate Bhar and Kyrios 
(2007), and are consistent with previous research showing that OCD is related to 
contradictory beliefs within the self-concept (Doron & Kyrios, 2005) and doubts 
about morality or whether one is good or bad (Ferrier & Brewin, 2005).
A significant association between self-ambivalence and obsessionality remained 
after controlling for symptoms of anxiety and depression.
Anxiety and depression are recognised to occur co-morbidly with obsessive- 
compulsive symptoms in many cases (Torres et o/., 2005) and so these are 
potentially confounding factors. A significant association between symptoms of 
anxiety and depression and the SAM has also been demonstrated (Bhar & Kyrios, 
2007; the current project). Therefore, it was necessary to control for symptoms of 
anxiety and depression in analyses relating to the SAM. Regression analyses showed 
that the relationship between the SAM and the OCD measure remained highly 
significant, and indeed that self-ambivalence was a more important factor than
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negative mood state in predicting OC symptoms. These findings strengthen the 
argument for a genuine relationship between self-ambivalence and OC symptoms. 
However, the overlap between self-ambivalence and other related constructs needs 
to be considered. One such construct is self-esteem, which describes a sense of 
confidence or respect for one's personal worth and abilities. Clearly, self-esteem 
appears a similar construct to self-worth, and might influence the SAM in that low 
self-esteem might contribute to high self-worth ambivalence. However, it has been 
demonstrated that the association between the SAM-SWA and a measure of self­
esteem (the Rosenberg Self-Esteem Questionnaire; Rosenberg, 1965) was 
sufficiently moderate (r = -.68) to conclude that the SAM-SWA measures a distinct 
construct (Bhar & Kyrios, 2007).
Specifically, the SAM-SWA (in common with SAM-MA and the overall SAM) is 
designed to capture ambivalence or uncertainty about self-worth. The scale 
includes items measuring this sense of confusion (e.g. "I feel that I am full of 
contradictions", "I tend to move from one extreme to the other in terms of how I 
think about myself"), as well as more direct statements that would be more likely to 
represent self-esteem (e.g. "I doubt whether others really like me"). Self-esteem 
and self-ambivalence may therefore differ in terms of how stable or certain the 
negative beliefs about the self are. Self-ambivalence implies oscillation between 
negative self-appraisals and an alternative valued self-image, with motivation 
arising from the belief that the ideal self could be realised if certain standards or 
achievements were met. In OCD, this is formulated as the presence of perfectionist 
attitudes and compulsive behaviours, striving to overcome ambivalence and restore 
the positive self-concept. Low self-esteem may be more likely to give rise to 
resignation/hopelessness (as seen in depression; which has commonly been linked 
with low self-esteem, e.g. Roberts & Monroe, 1994). Of course, an element of this 
may also be present in OCD, which has indeed been associated with low self-esteem 
(e.g. Ehntholt et al., 1999; Rahman & Husain, 2009). However, self-esteem does not 
does not account for the type of self-critical striving seen in OCD in the way that 
self-ambivalence does, which makes it such an interesting factor. The relationship
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between self-ambivalence, self-esteem and OCD could benefit from clarification 
through further research.
Self-ambivalence differentiated the OCD group from anxious controls.
The OCD group were significantly more self-ambivalent in terms of beliefs about 
both self-worth and morality. Previous research has suggested that a fragile self- 
concept is implicated in a range of anxiety disorders (e.g. social phobia, Clark & 
Wells, 1995; PTSD, March, 1990), and the original authors of the SAM found that 
people with OCD and people with other forms of anxiety reported equally elevated 
self-ambivalence as compared with non-clinical controls (Bhar & Kyrios, 2007). 
Whilst the current study confirmed that people with anxiety reported significantly 
higher self-ambivalence than controls, it found that the OCD group demonstrated 
even further elevated scores on the SAM, which were significantly above those of 
the Anxiety group.
Bhar and Kyrios (2007) note that their study may have been limited by a sampling 
issue, as their anxiety group reported similar levels of OCD-relevant beliefs as their 
OCD group. This may be one reason why the current study's findings differ from the 
original authors'. It is also possible that levels of co-morbid anxiety and depression 
may have confounded Bhar and Kyrios's results. Their anxious controls had 
significantly higher levels of depression and anxiety than their OCD group, but this 
was not taken into account when group comparisons on the SAM were made. Since 
it has been established that negative mood states are associated with SAM scores, it 
is likely that the higher levels of distress reported by the anxiety group inflated their 
SAM scores relative to the OCD group and hence no difference between groups was 
found. In the current study, the OCD and Anxiety groups did not differ on measures 
of anxiety and depression, and hence the differing levels of self-ambivalence found 
are more likely to reflect a genuine difference.
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Self-worth ambivalence and moral ambivalence: a useful distinction?
The two subscales of the SAM were analysed separately in this study, based on the 
original authors' analysis of the factor structure of their measure (Bhar & Kyrios, 
2007). However, both subscales and the total SAM score produced virtually 
interchangeable results in most areas of the present study. Essentially, the different 
subscales of the SAM were not useful in clarifying how or where the differences 
between groups might arise, or specifically which aspect of self-ambivalence is 
more strongly related to obsessionality.
This result is surprising. As discussed previously, self-worth ambivalence appears to 
have some conceptual overlap with self-esteem. However, moral ambivalence 
shows less obvious overlap with existing constructs. Moral ambivalence might also 
be expected to be particularly pertinent in OCD, where obsessions often focus on 
moral concerns more than in other anxiety disorders. However, it appeared that 
moral ambivalence was no more useful or sensitive in predicting or distinguishing 
obsessionality than the other SAM scales.
Comparison of groups when controlling for negative mood state however produced 
an interesting result with respect to moral ambivalence. After controlling for 
negative mood, moral ambivalence remained as the only measure which 
discriminated the OCD and Anxiety groups, in both the all participants and SCID- 
only samples. Unfortunately, when negative mood state was controlled for, the 
effect size of group differences on the SAM reduced to such an extent that the 
given sample size may not have had sufficient power to identify these differences 
reliably. Despite this limitation, a significant difference in moral ambivalence 
remained. It is also noted that moral ambivalence had a weaker association with 
anxiety and depression symptoms than self-worth ambivalence or the total SAM 
did. This suggests that the moral ambivalence subscale is a potentially useful 
predictor of obsessionality that is relatively less associated with negative mood 
state than other components of the SAM.
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Additionally, OCD is a heterogeneous disorder and this study did not attempt to 
select or quantify different subtypes of OCD presentation in its participants (e.g. 
checking or washing etc.). The distinction between moral and self-worth 
ambivalence may be useful in exploring different subtypes of OCD and this could be 
the focus of future research, for example, moral ambivalence may be more 
pertinent to people whose obsessions have a religious content or feature moral 
TAP.
Theoretical implications of self-ambivalence findings
The findings of the current project suggest that self-ambivalence or particularly 
elevated levels of self-ambivalence may be associated uniquely with OCD as 
opposed to other types of anxiety. This raises theoretical questions as to why or 
how this is so.
A range of possible theories were set out in the Introduction, and as previously 
described, there is some convergence between cognitive-behavioural and 
psychodynamic theories of ambivalence in OCD. Whilst both approaches agree that 
it is an important factor, they differ in terms of whether the ambivalence is taken to 
represent reality or the individual's perception of reality. That is, does the person 
really harbour hostile feelings or wishes against a loved one, or does the uncertainty 
arise because they think that they might? Some cognitive theorists (Salkovskis & 
Freeston, 2001; Freeston & Salkovskis, 2001) have debated this in the literature 
with psychodynamic proponents (O'Kearney, 2001). The former write:
"There may indeed be ambivalence, not between two desires, but in knowing which 
of two apparent desires is real: the fundamental desire not to cause harm or the 
suspected desire (based on faulty appraisal) that they may secretly want to cause 
harm." (Salkovskis & Freeston, 2001, p. 4, original emphasis).
Salkovskis and Freeston go on to criticise the therapeutic impact of a 
psychodynamic interpretation of ambivalence in treatment of people with OCD.
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O'Kearney's response (and original argument; O'Kearney, 1998) was that cognitive 
theory does not sufficiently address questions of motivation and the role of 
emotions in OCD: "Cognitive theory is restricted to providing an understanding 
rather than explanation of the distress and behaviours of OCD sufferers" 
(O'Kearney, 2001, p. 8). For example, it does not explain the occurrence of 
intrusions in the first place, or the possible connections between motives, emotions 
and beliefs. The need for a more comprehensive approach is suggested, which 
places the occurrence of intrusions within the broader context of a person's life, 
concerns and relationships. It is beyond the scope of this project to resolve these 
arguments, and the findings regarding self-ambivalence do not prove or disprove 
either theoretical position, but they reinforce the notion that ambivalence is 
important in OCD.
The research design and instruments used lend themselves more easily to a 
cognitive construal of the concepts. The SAM is a self-report measure, and as such it 
can only be claimed to capture participants' beliefs about their internal states (in 
line with the cognitive definition above). This is a limitation of survey research 
methods, and may partly explain why cognitive theories tend to dominate 
psychological research and theory on OCD, since cognitions are easier to quantify 
than objective experiences of emotions or unconscious processes. The same caveat 
must also be applied to the PTEQ, which captured participants' appraisals of their 
emotional states (which may correspond to a greater or lesser extent with their 
actual experiences).
For these reasons, I predominantly discuss the findings of both the SAM and PTEQ 
within a cognitive framework. However, the theoretical debate described above 
illustrates that more than one theoretical interpretation of the findings is possible. 
It could be said that cognitive approaches tend to intellectualise the difficulties seen 
in OCD, to the neglect of emotional experience. As O'Kearney pointed out, there is 
room for more comprehensive or affectively oriented approaches to OCD.
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Perception of threat from emotion is one such factor, and is discussed in the next 
section.
PERCEPTION OF THREAT FROM EMOTIONS
Perception of threat from emotions was positively associated with obsessive- 
compulsive symptoms, across the sample.
Hypotheses regarding the role of the PTEQ in predicting obsessionality were 
supported, since most subscales were strongly correlated with the OC symptom 
measure and in combination they significantly predicted PI scores, after controlling 
for negative mood. Subscales were highly correlated with each other, and the total 
PTEQ score represented a good composite measure of perceived threat from 
emotions. Perceived threat from happiness and sexual desire were possible 
exceptions. These subscales were the least highly correlated with obsessionality, 
and group comparisons using ail participants showed that the OCD and anxiety 
groups did not differ significantly from the control group in terms of how 
threatening they perceived the experiences of happiness or lust to be. This suggests 
that the nature of the emotion affects how threatening it is, rather than strong or 
intense emotions perse, since strong positive emotions were not feared.
Analyses for the SCiD-oniy sample however showed a slightly different pattern, in 
that perceived threat from lust did differ between groups and was higher in the 
OCD group than for controls. People with diagnosable OCD may therefore 
experience elevated perceptions of threat from lust, in contrast with the general 
population. Theoretically, people whose obsessions contain sexual themes might 
find the experience of lust more threatening, since it could be interpreted as 
conferring an increased risk of acting on the contents of their intrusions. Further 
research would be necessary to determine whether increased perception of threat 
from lust is a common feature of OCD or restricted to particular subtypes.
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Perceived threat from anxiety was the most significant factor associated with 
obsessionality.
When the individual PTEQ subscales were used to predict OC symptoms, perception 
of threat from Anxiety contributed most to the equation and was the only 
significant independent predictor. Correlations confirmed that the Anxiety subscale 
had the strongest positive association, followed by sadness, disgust and anger. 
Hypotheses relating to the role of anger in OCD (hypotheses 4 and 5b) were not 
supported, and perceived threat from anger did not differ between the OCD and 
Anxiety group. These findings support the cognitive formulation of OCD, which 
construes it as an anxiety disorder, where obsessions give rise to anxiety and 
compulsions are carried out as a means of reducing anxiety. This does not disprove 
the potential role of unexpressed anger as put forward by psychodynamic theorists, 
however if the phenomenon is genuine then it is not captured by the measu re used 
in the current study.
The profile of PTEQ responses was similar in the OCD and anxiety groups, which 
differed from controls.
Both the OCD and Anxiety groups reported significantly greater perceived threat 
from emotion than the non-clinical control group. This was true with respect to the 
overall scales (total score/strong emotions in general) and specific subscales 
relating to sadness, guilt, anger and anxiety. The hypothesis that there would be 
differences between the OCD and Anxiety groups in terms of which emotions were 
seen as most threatening was not supported. Both groups viewed anxiety as the 
most threatening emotion, followed by anger. This again supports the cognitive 
model of OCD as an anxiety disorder. The pattern in both clinical groups differs 
from the control group, which indicated that anger is generally perceived as the 
most threatening emotion, and anxiety no more so than any other emotion. People 
with OCD and other anxiety disorders may therefore not only experience more 
anxiety symptoms, but have a heightened perception of how threatening, 
unpleasant or unbearable the experience of anxiety is.
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'Overestimation of threat' is one of the OCD belief domains identified by the 
OCCWG (1997), and is usually applied to estimates of how dangerous or likely 
negative external events are. The phenomenon is not exclusive to OCD but is a 
common feature of anxiety (Clark & Wells, 1995). The PTEQ findings suggest that 
overestimation of threat may be applied not only to external events, but also to 
perceived threat from one's own internal emotions.
The only emotion for which perceived threat differed between the anxiety and OCD 
group was disgust. Whilst disgust has been implicated in several anxiety disorders 
(commonly phobias, e.g. Sawchuk et al., 2000), it has also been linked with OCD, 
and contamination fears in specific. "Disgust sensitivity" has been hypothesised as a 
maintaining factor in contamination concerns (Moretz & McKay, 2008), and 
perception of threat from disgust might reflect people with these concerns in the 
OCD sample.
Perceptions of threat from emotion as meta-beliefs
"Metacognition" refers to "knowledge or beliefs about thinking and strategies used 
to regulate and control thinking processes" (Fisher & Wells, 2008). Meta-cognitive 
approaches to OCD (e.g. Wells, 1997; 2000) propose that beliefs about the meaning 
or consequences of intrusive thoughts are fundamental in maintaining the disorder. 
It is also possible that beliefs about the meaning or consequences of the emotions 
attached to obsessions could have an important role, when those emotions are 
viewed as potentially dangerous or overwhelming. Appraisals of emotions, as 
measured by the PTEQ, could therefore be contextualised as meta-beliefs.
Existing cognitive models implicitly assume that people are motivated to carry out 
compulsive behaviours in order to escape or avoid the experience of negative 
emotions (anxiety, guilt etc.). Although appraisals of intrusions have been examined 
at length, direct appraisals of emotions have not been. McCubbin and Sampson 
(2007) created the PTEQ and demonstrated its relationship with obsessionality in a
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sample of undergraduate students. The current project extends their research by 
replicating the survey in a clinical sample, and demonstrating that increased 
perceptions of threat from emotions (particularly anxiety) were found in people 
with OCD and other anxiety disorders, as compared with non-clinical controls.
The PTEQ did not mediate the relationship between self-ambivalence and OC 
symptoms (Hypothesis 8).
It was theorised that self-ambivalence might lead people to perceive negative 
emotions as threatening, since the experience of anger, anxiety and so on could 
activate 'feared-self beliefs. This would lead to OC behaviour as a means of 
managing negative emotions and restoring the favoured self-concept. However, this 
hypothesis was not confirmed. A potential problem is that this hypothesis assumes 
that OC symptoms are secondary to the factors of interest, which is not necessarily 
true.
Whilst this project and McCubbin and Sampson's work have established an 
association between the PTEQ and obsessionality, this does not provide evidence of 
a causal relationship. It is possible that obsessionality leads to increased perception 
of threat from emotion. When the person experiences a repeated pattern of 
intrusions leading to distress, then they may become sensitised to the experience of 
those negative emotions/anxiety, and learn to fear the anxiety itself through 
repeated unpleasant experience of it. Particularly when avoidance or safety 
strategies (compulsive behaviours) are used to counteract the anxiety, these will 
strengthen and perpetuate the belief that anxiety is unbearable, never-ending or 
dangerous (Figure 9).
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Intrusions/
obsessions
Tavoidance- Distress, unpleasant
compulsive behaviour anxiety
Tperception of 
threat from 
anxiety
"It is dangerous to feel anxiety"^
"Anxiety could cause me to lose control and do things I later regret" 
"Feeling anxiety is 'bad' (a sign of being evil or failing)"
"It is extremely important to stop myself from feeling anxious" 
"Anxiety feels like it will last forever"
"Anxiety could overwhelm me so that I am unable to function"
Figure 9. Alternative possible mechanism for the relationship between OC 
symptoms and perceptions of threat from anxiety.
(Note: ^Statements based on items from  the PTEQ; McCubbin & Sampson, 2007)
Major Research Project -  Discussion 213
MENTALISATION
Hypotheses regarding the role of mentalisation in OCD were not supported, since 
no relationship between the Eyes test and obsessionality was found. However, 
there are a number of serious limitations associated with the measure used.
Problems with the Eyes test as a measure of mentalisation
The Eyes test was used as a proxy measure of mentalisation, and had previously 
been utilised for the same purpose (e.g. Fonagy et a!., 1996). Fonagy theorises that 
impaired mentalisation is a typical feature of BPD, and found that people with this 
diagnosis scored lower on the Eyes test than controls. However, recent results from 
another study using the same test on the same population found contradictory 
results (Fertuck et a!., 2009). Those authors point out that whilst the Eyes test 
measures the ability to discriminate social stimuli, it does not require the 
respondent to make inferences or reasoning based on those stimuli. As described 
earlier, mentalisation encompasses complex social, cognitive and affective 
processes, which the Eyes measure may not capture.
A new self-report measure of mentalisation has recently been developed by Fonagy 
and colleagues, the Reflective Function Questionnaire (RFQ; see Perkins, 2009). 
Prior to this, mentalising ability was quantified by applying a reflective function 
rating scale to the Adult Attachment Interview (AAI; Main & Goldwyn, 1994). A 
recent study carried out as part of validation trials for the RFQ found that the Eyes 
test had a low, non-significant correlation with the RFQ in a sample of people with 
BPD or eating disorder (Perkins, 2009). Whilst the utility of the RFQ as a measure of 
mentalisation has yet to be established, it appears a promising new prospect. Its 
lack of association with the Eyes test throws doubt on the suitability of the latter as 
a measure of mentalisation. The results of this study are therefore more likely to 
reflect inadequacy of the Eyes test for this purpose than evidence that 
mentalisation is not implicated in OCD. The theory and hypotheses set out in the 
Introduction therefore stand for future investigation. Unfortunately the RFQ is not
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yet published or publicly available for research, but when this is the case it would be 
extremely interesting to replicate this study using that measure.
METHODOLOGICAL LIMITATIONS 
Sampling strategy
The current study extended existing research by examining the constructs of 
interest within a 'clinical' population, that is; people with diagnosable OCD and 
other anxiety disorders. However, within the sampling strategy adopted it was not 
possible to verify that all 'clinical' participants met diagnostic criteria by direct 
clinical interview. This was achieved for a substantial proportion of participants (the 
SCID-only sample), and the remaining participants were treated according to self­
allocation and self-reported diagnosis. Symptom measures of obsessionality, 
anxiety and depression confirmed the expected pattern of symptoms within each 
group. Statistical analyses conducted separately for the SCID-only and all 
participants samples were highly comparable, which strengthens the argument that 
the findings of this study can be generalised to people with diagnosable OCD.
However, it is possible that the SCID-only sample represented a slightly different 
population than the overall sample. Clinical interviews resulted in some participants 
who had self-allocated to the Anxiety group being moved to the OCD group. Some 
of these participants recognised that they had OCD but had selected the Anxiety 
group due to another co-morbid anxiety disorder that they considered primary. 
Others suspected that they had OCD but were not confident enough to identify as 
such, and some appeared not to realise that the symptoms they had were features 
of OCD. Therefore, the all participants Anxiety group is likely to have contained a 
broader spectrum of obsessive-compulsive presentations than the SCID-only 
Anxiety group, which contained only those who definitely did not meet criteria for 
OCD. The SCID-only sample may therefore be considered to represent 'purer' or 
more highly defined groups of clinical presentations. This is supported by the fact
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that some analyses the SCID-only sample produced larger effect sizes than those 
obtained using all participants, despite a smaller sample size.
The main advantage of the recruitment strategy used was that it achieved a large 
sample of people who identified themselves as having OCD or anxiety. This gave the 
study sufficient statistical power to obtain meaningful results. It also meant that 
the sample represented a broad and relevant population; those people who believe 
they are affected by OCD or anxiety and access voluntary sector information or 
support as a result of that self-determined identity.
Alternative approaches to sampling/recruitment would have been possible, but 
each of these has respective drawbacks. Recruiting from NHS services would have 
ensured participants with definite diagnoses. However, it may have been more 
difficult to obtain the required sample sizes. There is also an argument that patients 
in treatment represent a very specific and highly defined subset of people with 
OCD, and would thus reduce the generalisability of the findings. Another approach 
popular in correlational research is to use a 'normal' sample, and draw inferences 
based on the spectrum of obsessionality contained within it. This typically uses 
undergraduate students and is limited by inherent biases of that population (e.g. 
age, education level). The applicability of results to people with genuine clinical 
presentations is clearly limited, and the current project sought to extend on 
previous studies that have used this method.
Other limitations
The study utilised self-report measures, which are inherently subjective and may be 
biased by participants' perceptions of which responses were socially or empirically 
desirable. As mentioned, self-report measures are only able to capture subjective 
conscious beliefs rather than implicit processes, as are more often theorised in 
psychodynamic accounts. There is also the question of anonymity, as participants 
were requested to leave contact details for the telephone follow-ups, and were 
briefed of this request prior to completing any questionnaires. However, identifying
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details were supplied on the final page of the survey, and hence it was possible to 
submit data without identifying oneself. A proportion of respondents chose to do 
this, and hence their responses may have differed as they retained anonymity. The 
predominantly internet recruitment method biased the sample towards people who 
were computer literate and with access to a computer. Control participants were 
recruited by advertisement through their employing organisation (the University of 
Surrey), which strongly skewed the 'employment status' of the control group, 
relative to the clinical sample.
CLINICAL APPLICATIONS
The theoretical implications of the SAM and PTEQ findings point the way towards 
possible therapeutic applications. As discussed above, self-ambivalence and 
perceptions of threat from emotion could be incorporated into existing cognitive 
models of OCD as a vulnerability factor or aspects of a meta-belief system 
respectively. Metacognitive therapy (MCT) of OCD focuses solely on modifying the 
content of metacognitive beliefs about obsessions and compulsions, and is 
therefore applicable to all types of OCD (Fisher & Wells, 2008). Adopting a similar 
approach to meta-beliefs about emotions is compatible with this approach, with the 
aim of helping people perceive negative emotions as less threatening, dangerous or 
necessary to avoid. Improved ability to tolerate negative affect may lead to a 
reduction in compulsive behaviour, weakening the cycle that maintains OCD within 
the cognitive model. Similarly, interventions aimed at reducing self-ambivalence 
may reduce the negative appraisals usually associated with intrusions in OCD, since 
those appraisals would no longer be compatible with the person's self-concept. 
Social psychological research shows that people (without OCD) tend to reject self- 
incriminating information in order to protect a positive sense of self-worth 
(Sherman & Cohen, 2002). Clearly this capacity would tend to counteract processes 
seen in OCD, and a stable, non-ambivalent sense of self may be helpful in achieving 
such a position.
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However, these applications are based on the premise that self-ambivalence and 
perceptions of threat from emotion are pre-existing characteristics, before the 
onset of OCD. This is not necessarily true, and the associations found in this study 
could be reciprocal. A possible mechanism by which OC symptoms could lead to 
increased perception of threat from emotions has been discussed, and a similar 
model could account for an increase in self-ambivalence. Future research is needed 
to test causal relationships between these factors before there is sufficient 
rationale to justify their clinical application.
Critics of cognitive therapy for OCD point out that despite its efficacy for a 
proportion of sufferers, the disorder is more 'treatment-resistant' than other 
conditions and the majority of treated patients remain symptomatic (Eddy et al., 
2004). Authors such as O'Kearney (2001) are justified in their view that more 
comprehensive or holistic approaches to OCD are needed, and these would also 
provide more flexibility and choice for people seeking treatment. Given the 
convergence between cognitive and psychodynamic views on the role of 
ambivalence in OCD, there is perhaps scope for new, integrative treatments to 
fruitfully explore this factor. One such possibility might be Cognitive Analytic 
Therapy (CAT; e.g. Ryle & Kerr, 2002), which focuses on how problems have evolved 
and the interpersonal or habitual coping patterns that keep them in place, utilising 
both cognitive and psychoanalytic principles. To the author's knowledge there is no 
published research on the application of CAT for OCD, although Ryle and Kerr (2002, 
pp. 139-144) present a case study.
FUTURE RESEARCH
As discussed, further research is needed to explore whether self-ambivalence or 
perceptions of threat from emotion are primary or secondary to OC symptoms. 
Prospective measurement of these factors prior to the onset of OCD would be ideal, 
but difficult to implement. Comparison of people who are currently symptomatic 
and those whose symptoms have been eliminated through treatment could be used 
to establish whether scores on the SAM or PTEQ are still elevated after symptoms
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have resolved. This finding would support the hypothesis that the factors are 
stable/latent, and therefore primary to symptomatic OCD. However, treatment 
gains may include inadvertent modification of SAM or PTEQ beliefs, which would 
confound this investigation.
The role of mentalisation in OCD remains intriguing and was not adequately 
addressed by the measure used in this study. Replication of the study using a more 
robust measure of mentalisation (possibly the RFQ) is needed to test the 
hypotheses laid out in the Introduction. If differences in mentalisation were found 
in OCD, then original theorising about the possible relationships between 
mentalisation, self-ambivalence and perception of threat from emotions could be 
examined. Results of such an investigation may place the latter concepts in an 
entirely different theoretical context, with implications for clinical practice.
DISSEMINATION OF FINDINGS
This report (or at least findings relating to the SAM and PTEQ) will be submitted in a 
condensed form to a peer reviewed journal for publication.
FINAL COMMENTS
This project contributes to current theoretical understandings of OCD and anxiety. It 
was originally inspired by several strands of recent research that applied ideas to do 
with self-concept and experience of emotions to obsessionality. Traditionally, these 
aspects have been neglected in research on OCD (O'Kearney, 1998). Mentalisation 
appears a promising contemporary paradigm for understanding psychological 
disorders in relation to self-structure, emotional processing and interpersonal 
processes/attachment. In combination, these factors offered a framework for 
exploring OCD from a contemporary psychodynamic perspective. The theoretical 
background related to mentalisation was a potential means of linking the factors of 
interest and formulating how or why they were linked to each other and to 
obsessionality. Whilst dominant cognitive models of OCD provide a useful 
description of the mechanisms and maintaining processes within the disorder, they
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could be complemented by more explanatory or comprehensive theories about its 
origins or possible vulnerability factors.
The findings of the current study confirmed a strong positive association between 
self-ambivalence and OC symptoms. There is as yet little published data comparing 
the SAM in people with OCD as opposed to other types of anxiety. To the author's 
knowledge the current study is the first to demonstrate that significantly higher 
self-ambivalence differentiated OCD from other anxiety disorders. This is an 
interesting finding, which warrants further research. Perceptions of threat from 
emotion also appeared to be Important, both in OCD and other forms of anxiety. 
Within the range of emotions examined, anxiety was confirmed as the greatest 
perceived threat. Unfortunately the best measure currently available as a proxy of 
mentalisation appeared inadequate to detect the effects that were theorised. 
Without this data, it was not possible to draw conclusions about the role of 
mentalisation in OCD, examine possible links with the other variables and take 
potential psychodynamic theorising forward. For this reason, the findings outlined 
above were discussed in terms of their implications for current cognitive models of 
OCD, which is perhaps the most useful application of the data at the present time. 
The findings relating to self-ambivalence can be contextualised as a possible 
vulnerability factor for OCD. Perceptions of threat from emotions (particularly from 
anxiety) can be construed likewise, or as meta-beliefs which may be activated in 
response to the experience of intrusions or associated negative affects. Both of 
these formulations extend current cognitive models of OCD, and offer potential 
avenues for developing or amending clinical treatments of the disorder. As 
discussed, the possible reciprocity between these factors and OC symptoms needs 
to be clarified through further research. The current study represents a contribution 
to empirical theorising on OCD, in pursuit of more integrative understandings and 
potential treatment options for people suffering from the disorder in the future.
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Appendix 1: The Hospital Anxiety and Depression Scale (HADS)
Please read e ^ ite m b e lo w a n d  circle the nw nber next to the rep ly that comes closest to  how  
yon have bear feeling In  the past w eek.D o n 'ttake  too long over yonr replies; yonr im m éd ia t 
reaction to each item  w ill probably be more accurate than a long, th o n ^ t-o n t response.
I feel tease or wound-up
1. M ostofihedm e
2. A lo to fth e tim e
3. Fmm thne to dme, occasionally
4. Not at ah
I  feel as if  I am slowed down
1. Ncadyahthetim c
2. VeryoAcn
3. Somtdmes
4. Not at ah
I  s ffl enjoy the things I  used to enjoy
1. Dcdnitclyasmnch
2. Not quite so much
3. Only a little
4. Hardly at ah
I get a sort o f  frightened feeling as if  
something awful is about to happen
1. Yes, defm itdy and quite badly 
Z  Yes, but not too badly
3. A  little, but it  doesn't worry me
4. Not at ah
I  can laugh and see the funny side o f things
1. As much as I  always could
2. Not quite much, now
3. Definitely not so much now
4. Not at ah
I  get a sort of frightened feeling l&e 
butterflies' in the stomach
1. Not at ah
■ 2, Occasionally
3. Quite often
4. Very often
I  have lost interest in my appearance 
L  DeSnitriy
2. I don't take as m udi care as I  should
3. I  may not take quite as much care
4. I take just as mu(h care as ever
I  feel restless as i f  I  have to be on the move
1. Very much indeed
2. Quite a lot
3. Not very mudh
4. Not at ah
W orrying thoughts go through my mind
1. A  great deal o f the time
2. A  lot o f the time
3. Not too often
4. Vetyhttle
I  feel vety cheerful
1. Never
2. Not often
3. Sometimes
4. Most of the time
I can sit at ease and feel relaxed
1. Definitely
2. Usually
3. Not often
4. Not at ah
I  look forward with enjoyment to things 
L  As mudk as I  ever did
2. Rather less than I  used to
3. Deflnitdylessthanlusedto
4. Hardly at ah
I  get sadden feelings o f panic
1. Very often indeed
2. Quite often
3. Not very often
4. Not at ah
I  can enjoy a good book o r radio or T V  
programme
1. Often|
2. Sometimes
3. Not often
4. Very seldom
Please check that you have answered A L L  the quesdons. Thank you
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Appendix 3: The Perception of Threat from Emotions Questionnaire (PTEQ)
The following questions list different beliefs that people sometimes have about 
emotions. The same nine statements are made about each of seven different 
emotions (covering all aspects of life) and 'emotion' in general. For each emotion, 
first try to recall a few times that you have felt that way. Then, read each question 
and tick the box that most closely describes how you think, most of the time. Be 
sure to choose only one answer for each statement. Because people are different, 
there are no right or wrong answers to these questions.
SADNESS Not at all A little bit M oderate ly
Q uite  
a bit
Definitely
1. Do you think it is dangerous to feel sad?
2. Could sadness cause you to  lose control and do 
things you later regret?
3. Is feeling sadness 'bad'? (a sign of being evil or 
failing)
4. Is it extremely im portant to stop yourself from  
feeling sad?
5. Can feeling sad be frightening?
5. W hen you feel sad does it seem that it will last 
forever?
7. Could sadness overwhelm you so that you are 
unable to function?
8. : Are you able to clearly identify w hat you mean 
by 'sadness'? *
9. Do you feel sad quite often?
GUILT Not at all A little bit M oderate ly
Q uite  
a bit
Definitely
10. Do you think it is dangerous to feel guilty?
11 Could guilt cause you to lose control and do 
things you later regret?
12. Is feeling guilty 'bad'? (a sign of being evil or 
failing)
13. Is it extremely im portant to stop yourself from  
feeling guilty?
14. Can feeling guilty be frightening?
15. W hen you feel guilty does it seem that it will 
last forever?
16. Could guilt overwhelm you so that you are 
unable to function?
17. Are you able to clearly identify w hat you mean 
by 'guilt'?
18. Do you feel guilt quite often?
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HAPPINESS N ot at all A little  bit M o âerate ly
Quite  
a bit
Definitely
19. Do you think it is dangerous to feel happy?
20. Could happiness cause you to lose control and 
do things you later regret?
21. Is feeling happy 'bad'? (a sign of being evil or 
failing)
22. Is it extrem ely im portant to  stop yourself from  
feeling happy?
23. Can feeling happy be frightening?
24. W hen you feel happy does it seem that it will 
last forever?
25. Could happiness overwhelm  you so that you 
are unable to function?
26. Are you able to  clearly identify w hat you mean 
by 'happiness'?
27. Do you feel happy quite often?
ANGER Not at all A little bit »: M oderate ly
Quite 
a bit
Definitely
28. Do you think it is dangerous to feel angry?
29. Could anger cause you to lose control and do 
things you later regret?
30. Is feeling angry 'bad'? (a sign of being evil or 
failing)
31. Is it extremely im portant to  stop yourself from  
feeling angry?
32. Can feeling angry be frightening?
33. W hen you feel angry does it seem that it will 
last forever?
34. Could anger overwhelm you so that you are 
unable to function?
35. Are you able to clearly identify w hat you mean 
by 'anger'?
36. Do you feel anger quite often?
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ANXIETY (FEAR) Not at all A little bit ... M oderate ly
Q uite  
a bit
Definitely
37. Do you think it is dangerous to feel anxiety?
38. Could anxiety cause you to  lose control and do 
things you later regret?
39. Is feeling anxious 'bad'? (a sign of being evil or 
failing)
40. Is it extremely im portant to stop yourself from  
feeling anxious? ■
41. Can feeling anxious be frightening?
42. W hen you feel anxious does it seem that it will 
last forever?
43. Could anxiety overwhelm you so that you are 
unable to function?
44. Are you able to  clearly identify w hat you mean 
by 'anxiety'?
45. Do you feel anxious quite often?
-  SEXUAL DESIRE (LUST) Not at all A little  bit M oderate ly
Q uite 
a bit
Definitely
46. Do you think it is dangerous to feel lust?
47. Could lust cause you to lose control and do 
#  things you later regret?
48. Is feeling lustful 'bad'? (a sign of being evil or 
failing)
49. Is it extremely im portant to stop yourself from  
feeling lustful?
50. Can feeling lustful be frightening?
51. W hen you feel lustful does it seem that it will 
last forever? *
52. Could lust overwhelm you so that you are 
unable to function?
53. Are you able to  clearly identify w hat you mean 
by 'lust'? -
54. Do you feel lust quite often?
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DISGUST Not at all A little bit - M oderate ly
Quite 
a bit
Definitely
55. Do you think it is dangerous to feel disgust?
56. Could disgust cause you to  lose control and do 
things you later regret?
57. Is feeling disgust 'bad'? (a sign of being evil or 
failing)
58. Is it extremely im portant to  stop yourself from  
feeling disgust?
59. Can feeling disgust be frightening?
60. W hen you feel disgust does it seem that it will 
last forever? '
61. Could disgust overwhelm  you so that you are 
unable to function?
62. Are you able to clearly identify w hat you mean 
by'disgust'? -i-'
63. Do you feel disgust quite often?
'STRONG EMOTIONS' IN GENERAL N ot at all IE  A  little ' bit M oderate ly
Quite  
a bit
Definitely
64. Do you think it is dangerous to feel strong 
emotions?
65. Could strong emotions cause you to  lose 
control and do things you later regret?
66. Is feeling strong emotion 'bad'? (a sign of 
being evil or failing)
67. Is it extremely im portant to  stop yourself from  
feeling strong emotion?
68. Can feeling strong emotions be frightening?
69. W hen you feel strong em otion does it seem  
that it will last forever?
70. Could strong emotions overwhelm  you so that 
you are unable to function?
71. Are you able to  clearly identify w hat you mean 
by'strong emotions'? —
72. Do you feel strong emotions quite often?
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Appendix 6: The Reading the Mind in the Eyes Test -  Revised Version.
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Appendix 5: The Self-Ambivalence Measure.
Please rate the extent to which you agree with the following statements. Indicate your
answer by circling the appropriate number on the scale beside each statement.
Not at all Agree a little Agree moderately Agree a lot Agree totally
0 1 2  3 4
1 .1 doubt whether others really like me 0 1 2  3 4
2 .1 am secure in my sense o f self-worth 0 1 2  3 4
3 .1 feel tom between different parts o f my personality 0 1 2  3 4
4 .1 fear I am capable o f doing something terrible 0 1 2  3 4
5 .1 think about my worth as a person 0 1 2  3 4
6 .1 am constantly aware o f how others perceive me 0 1 2  3 4
7 .1 feel that I am full o f contradictions 0 1 2  3 4
8 .1 question the extent to which others want to be close to me 0 1 2  3 4
9 .1 tend to think of myself in terms o f categories such as "good" or "bad" 0 1 2  3 4
1 0 .1 have mixed feelings about my self-worth 0 1 2  3 4
1 1 .1 question whether I am a moral person 0 1 2  3 4
12 .1 think about how I can improve myself 0 1 2  3 4
0 1 2  3 4 
0 1 2  3 4
15.1 am mindful about how 1 come across to others 0 1 2  3 4
16.1 am constantly concerned about whether 1 am a "decent' human being 0 1 2  3 4
17.1 am constantly worried about whether 1 am a good or bad person 0 1 2  3 4
18.1 question whether lam  morally a good or bad person 0 1 2  3 4
19.1 constantly worry about whether 1 will make anything o f my life 0 1 2  3 4
13. If  1 inadvertently allow harm to come to others, this proves 1 am 
untrustworthy
14.1 tend to move from one extreme to the other in how 1 think about 
myself
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Appendix 6: Participant Information
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Appendix 7: Consent form
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Appendix 8: Evidence of favourable ethicai opinion from the University of Surrey 
Faculty of Arts and Human Sciences Ethics Committee.
UNIVERSITY OF
SURREY
Dr Adrian Coyle
Chair: Faculty o f Arts and Human Sciences Ethics 
Committee 
University o f Surrey
Annie Loverseed
Charlotte George 
Trainee Clinical Psychologists 
Department of Psychology 
University of Surrey
Faculty of
Arts and Human Sciences
Guildford, Surrey 6U2 7XH UK
T; 444 (0)1483 689445 
F: +44 (0)1483 689550
vjvm.5usrey.ac.uk
y"' August 2009
Dear Annie
Reference; 346-PSY-09 RS
Title of Project: An investigation of self-ambivalence, mentallzation and threat from 
emotions in Obsessive-Compulsive Disorder
Reference: 347-PSY-09 RS
Title of Project: An investigation of the relationship between attachment with parents, 
mentallzation and seif-ambivalence in Obsessive-Compulsive Disorder
Thank you for your re-submission of the above proposais.
The Faculty of Arts and Human Sciences Ethics Committee has given favourable ethical 
opinion.
If there are any significant changes to this proposal you may need to consider requesting 
scrutiny by the Faculty Ethics Committee.
Yours sincerely 
Dr Adrian Coyle
